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The 2016 presidential election and restrictive immigration policies implemented 
under the Trump administration created a climate of heightened tension and uncertainty 
for undocumented immigrants from Latin America.  There is a gap in the psychological 
literature regarding the mental health of undocumented immigrants from Latin America 
residing in the U.S., the largest number of which reside in California, and few studies 
have examined the experiences of mental health clinicians conducting therapy with 
undocumented immigrants, particularly keeping in mind the impact of national policy 
agendas that fuel anti-immigrant sentiment.  Following Consensual Qualitative Research 
(CQR) methodology, this study gathered first-person narratives from 15 mental health 
professionals who work with undocumented immigrants from Latin American in 
California, with a focus on the effect of change in political leadership following the 2016 
U.S. presidential election. Nine domains emerged from the analysis. Mental health 
clinicians reported that the 2016 election had a significant impact on their work, 
including client’s distress and the clinician’s own emotional response to the political 
climate. Themes in therapy following the election, challenges to conducting therapy with 
undocumented clients, and the risk and protective factors that were reported to have the 
greatest influence on client mental health are discussed. Clinical implications and 
 
 
recommendations for the provision of mental health services to undocumented 
immigrants from Latin America are offered, including a separate set of recommendations 
for supporting mental health clinicians who provide mental health services to 
undocumented immigrants from Latin America.  
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Chapter 1: Introduction 
The primary aim of this study is to investigate the experiences of clinicians providing 
mental health services to undocumented immigrants from Latin America who now reside in 
California, with a specific focus on the effect of change in political leadership following the 2016 
U.S. presidential election. The 2016 election campaigns and the time following the election 
ignited a frenzy of discussion around immigration policy in the U.S, particularly on unauthorized 
entry. Immigration was a cornerstone of the Trump election and administration, with a focus on 
restricting legal immigration, curbing unauthorized entry into the U.S., and deporting those 
living in the U.S. without documentation. Mental health professionals who are serving immigrant 
communities, particularly those who serve clients with undocumented status, have been 
navigating through work with vulnerable clients at a time of political change and uncertainty 
with regard to immigration policy.  
People enter the U.S., either through an official port of entry or through an attempt to 
enter without inspection, in order to reunite with family, to seek employment, or in search of 
safety after experiencing the threat of war, violence, and natural disasters. The U.S. government 
defines an undocumented immigrant as an individual who entered the United States without 
inspection (i.e., without the proper authorization and documents), or an individual who once 
entered the United States legally and has since violated the terms of the status in which they 
entered the United States or has overstayed the time limits of their original status (U.S. 
Department of the Treasury, 2017). Estimates of the number of undocumented immigrants 
currently living in the United States vary, yet generally fall within the range of 10.5 to 12 million 
people (Kamarck & Stenglein, 2019).  
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While immigration policy has been a contentious topic for decades, the Trump 
administration presented immigrant communities with unprecedented anti-immigrant rhetoric 
and quickly changing policies. The language Donald Trump used when discussing Mexican 
immigrants through social media platforms includes references to Mexican immigrants as 
“rapists” and “criminals” who are “bringing drugs” into the U.S. (Reilly, 2016), and later stating 
that undocumented immigrants with criminal history “aren’t people,” they are “animals” (Korte 
& Gomez, 2018).  The Trump administration also emphasized the enforcement of a “zero 
tolerance” policy for unauthorized entry into the country. Prior to the Trump administration, 
people who were apprehended as they attempted to enter the U.S. without inspection were 
typically not criminally prosecuted and would be placed into civil removal proceedings for 
unauthorized presence (Kandel, 2019). Following the formal implementation of the “zero 
tolerance” policy for immigration in 2018, all adults apprehended at the border for crossing 
without inspection were prosecuted and many were held in detention facilities where children 
were not permitted (Southern Poverty Law Center, 2020). More than 4,000 children were 
separated from their families as a result of the detention and removal of parents, which was 
intended as a strategy by the administration to deter other families from seeking entry or asylum 
in the United States (Shepardson, 2018; Davis, 2020). 
A handful of recent studies have examined the impact of the results of the 2016 U.S. 
election on immigrant communities. A qualitative study conducted in 2018 (Fleming et al, 2019) 
collected interview data from 28 staff at two federally qualifying health centers (FQHCs) and a 
non-profit agency serving Latinx immigrants in Southeastern Michigan in order to explore how 
post-election policy change has impacted the health and well-being of mixed-status Latinx 
clients, or clients who belong to a family in which one or both parents is a noncitizen and one 
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more child is a citizen (Fix & Zimmermann, 2001). The study findings showed three major 
themes, all of which were reported to have an impact on the physical and mental health of 
clients: 1) An increased and pervasive fear of deportation and family separation among mixed-
status immigrant clients; 2) The fear of deportation and family separation has resulted in 
fractures in community cohesion; 3) Fear of deportation and family separation has had an impact 
on the healthcare utilization and health-related behaviors of mixed-status families (Fleming et al., 
2019). Additional empirical support for negative impact of recent immigration policy on Latinx 
families was demonstrated by Roche et al. (2018), whose findings suggest that an increase in 
anti-immigrant and anti-Latinx rhetoric has led to psychological distress among Latinx parents of 
adolescents, regardless of residency status.  
Overall, the mental health of undocumented immigrants in the U.S. is an area of research 
that has been understudied. Millions of people living in the U.S. without authorization face a 
large degree of stress, often on a daily basis, and yet have little mention in the existing clinical 
and research literature on psychotherapy. Undocumented immigrants are a difficult population to 
engage in research for a variety of reasons, with a major challenge being access. Many 
undocumented immigrants are unwilling to discuss their citizenship information or provide 
personal details for fear of family incrimination or deportation (Sullivan, 2005). As a result, few 
studies have attempted to capture the psychological experience of undocumented immigrants, 
despite a common understanding that undocumented immigrants comprise a sizable group that 
experiences many stressors.  
While some studies have examined the risk factors for psychological distress faced by 
undocumented immigrants (Finch, Frank, & Vega, 2004; Perez & Fortuna, 2005; Cavazos-Rehg, 
Zayas, & Spitznagel, 2007), only a handful of studies have investigated approaches to 
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psychotherapy for this vulnerable and diverse population (Sandhu et al., 2013; Baranowski, 
2018; Fortuna & Porche, 2014). One such study was conducted by Baranowski (2018), who used 
a qualitative approach to examine the experience of mental health clinicians treating 
undocumented immigrants from Latin America in the U.S. in an effort to provide 
recommendations for best practices in psychotherapy. Baranowski (2018) used a Consensual 
Qualitative Research (CQR) framework to interview 12 mental health clinicians working with 
undocumented immigrants from Mexico along the U.S./Mexico border with the ultimate 
intention of creating recommendations for culturally responsive and effective interventions for 
undocumented immigrants from Mexico. The themes that emerged from this qualitative study 
included the strengths and assets participants felt they had as providers, the challenges and 
limitations they experienced in providing care to undocumented clients, and the emotional 
reactions participants had to the content of therapy sessions. The few perceptions of the 
undocumented experience that were endorsed by all or nearly all of the study participants were 
that undocumented immigrants from Mexico experience significant stressors and have problems 
with access to services. With regard to their own experience as clinicians, all or nearly all 
participants reported that their personal experience with immigration impacts their work and is 
viewed as a strength or asset within the therapeutic relationship. Baranowski’s study highlighted 
the paucity of research on effective service provision with undocumented immigrants and 
encouraged future research exploring the experiences of clinicians in order to identify best 
practices with undocumented immigrants from Mexico.  
1.1 The Present Study 
 A large gap exists in the literature surrounding the provision of mental health services to 
undocumented immigrants from Latin America, as well as the experiences of providers serving 
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this population. This study aims to build upon the research initiated by Kim Baranowski (2018), 
which examined the experiences of mental health practitioners providing services to 
undocumented immigrants from Mexico along the U.S./Mexico border in Texas and New 
Mexico. Similar to Baranowski's study (2018), this research uses a CQR framework to capture 
the experiences of clinicians providing care that is effective and suited to the needs of their 
undocumented immigrant clients. The current study aims to explore the experience of delivering 
mental health services to undocumented immigrants during a time of transition in national 
leadership, and a new administration that has emphasized an anti-immigration approach to 
policy. By collecting the clinical experiences of providers working through a time of heightened 
stress for immigrant communities, the present study aims to contribute to the small body of 
literature focused on immigrant mental health and offer recommendations for effective 
interventions that take into account immigration-based mental health issues as well as the 
sociocultural factors that impact the mental health of undocumented immigrants from Latin 
America. The goal of the study is to capture data related to the following questions:  
1) In light of the 2016 presidential elections and the resulting changes to immigration 
policy, how do proposed immigration laws and policies affect the work of mental health 
practitioners, if at all?  
2) What are the major challenges faced by mental health practitioners who directly provide 
services to undocumented immigrants from Latin America in California? 
3) What are the issues and themes present in post-election treatment? 
4) How do practitioners perceive the psychosocial resources available to undocumented 
immigrants in their area?  
5) How do clinicians talk about the risk and protective factors they see among their 
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undocumented immigrant clients who may be impacted by the current changes 
immigration policy?   
6) How have practitioners experienced their own ability to provide care following the 
election? 
7) What is the impact of undocumented immigrants' distress on the wellbeing of clinicians? 
Chapter 2: Literature Review 
In order to understand the experiences of clinicians working with undocumented 
immigrants today, it is important to understand the context within which clinicians are operating 
and immigrants are living, both nationally and on a state level. This section offers an overview of 
recent immigration policy within the United States, including policies implemented since the 
2016 election, and describes healthcare policy directed at undocumented immigrants. A brief 
description of immigration from Latin America to the United States is offered, as well as the 
factors impacting the mental health of immigrants that may be important for mental health 
clinicians to understand and recognize. Finally, this section provides an overview of the existing 
literature related to the experiences of mental health clinicians serving immigrant communities. 
2.1 Legislation Addressing Undocumented Immigration to the United States   
 The number of undocumented people in the U.S. at any given time has been dependent 
on the immigration policy of the time as well as the consistency with which it is enforced. The 
United States has never had a single, systematic act to create an immigration system, but rather 
has had a “history of enacting restrictive exclusionary laws, such as the Chinese Exclusion Act of 
1882 and the National Origins Act of 1924” (Open Society Foundations, 2019, p.1) to define its 
stance on immigration. Following World War II, a period during which the United States refused 
to offer refuge to German Jews due to national security concerns, various nation-states joined to 
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create the modern international legal framework for asylum (Southern Poverty Law Center, 
2018). Partially in response to the wave of hundreds of thousands of Central Americans feeling 
violence in their native countries in the 1970’s and 1980’s, congress enacted the Refugee Act in 
1980, which created a new system for admitting asylum seekers presenting themselves at U.S. 
borders or in the country and adopted the UN definition of refugee. The Refugee Act of 1980 
defined refugees as unwilling or unable to return to their country of origin due to “persecution on 
account of race, religion, nationality, membership in a particular social group, or political 
opinion” (Musalo, Meffert, & Abdo, 2010, p. 479). The Refugee Act created a comprehensive 
system for granting asylum, which is a “protection granted to a foreign national physically 
present within the United States or at the U.S. border who meets the definition of a refugee” 
(Kandel, 2018, p. 1).  
The Immigration Reform and Control Act (IRCA) of 1986 enacted by the Reagan 
administration marked a turning point in U.S. immigration policy, in which the inconsistent 
enforcement of past decades shifted into a growing emphasis on border enforcement and more 
severe penalties for those who enter the country without inspection or overstay their visas 
(Tienda & Sanchez, 2013). IRCA created a 50% increase in border patrol and imposed sanctions 
on employers who knowingly hired undocumented immigrants, but also created a pathway to 
permanent residency for approximately 2.7 million undocumented immigrant workers who had 
lived in the U.S. for a certain amount of time (Tienda & Sanchez, 2013).  
 The Immigration Act of 1990 led to the creation of Temporary Protected Status (TPS), 
which offers individuals who have fled their native countries because of war, natural disasters, 
and other extraordinary conditions time-limited permission to live and work in the U.S. 
(Immigration Act of 1990, 1990; American Immigration Council, 2020). For example, TPS was 
 
 8 
granted to Salvadorans due to civil war in 1990, Hondurans and Nicaraguans due to damages 
caused by Hurricane Mitch in 1998, and Salvadorans following an earthquake in 2001 (Tienda & 
Sanchez, 2013). The TPS program is thought of as a humanitarian program that allows 
immigrants authorization to live and work in the United States (Ramos-Sánchez, 2020). Recent 
estimates indicate that approximately 317,000 people from 10 countries are covered by TPS 
(Cohn, Passel, & Bialik, 2019). Of these 10 countries, four are located in Central or South 
America (American Immigration Council, 2020). The Trump administration sought to cancel 
many of the protections offered by the Temporary Protected Status program in 2018, but a series 
of lawsuits challenging the administration’s efforts blocked the orders from taking effect, which 
allows most TPS recipients to stay in the country until early 2021 (Cohn, Passel, & Bialik, 2019). 
In 1996, the Illegal Immigration Reform and Immigrant Responsibility Act contained 
several approaches to reduce immigration without inspection, such as increased enforcement 
presence at the border, the construction of fences at the most heavily trafficked parts of the U.S.-
Mexico border, and measures to remove undocumented immigrants living in the U.S. (Illegal 
Immigration Reform and Immigrant Responsibility Act, 1996; Pew Research Center, 2015). Also 
in 1996, President Clinton signed a welfare reform bill that reduced many social programs for 
immigrants, with undocumented immigrants becoming ineligible for nearly all federal and state 
benefits with the exception of emergency medical care, disaster relief, and immunization 
programs (PBS, 2017). Despite these restrictions, unauthorized migration continued to rise, with 
undocumented people making up 70% to 80% of all new migrants from Mexico during the 
1990’s (Passel, 2005). The tightening of immigration law enforcement in 1996 was associated 
with a “chilling effect” on the willingness of undocumented immigrants to seek and utilize health 
and social services (Page & Polk, 2017), whereby the rise in migration from Latin America 
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occurred at the same time as a steep decline in public-service use among eligible Latinx people 
(Page & Polk, 2017). 
U.S. Immigration and Customs Enforcement (ICE) was established under the George W. 
Bush administration in 2003 as a component of the Homeland Security Act, which was 
introduced in the aftermath of the September 11th terrorist attacks (U.S. Immigration and 
Customs Enforcement, 2020). At its inception, the Department of Justice described the primary 
mission of ICE as to “prevent acts of terrorism by targeting the people, money, and materials that 
support terrorist and criminal activities” (Reaves, 2004, p. 2). As the budget and scope of ICE 
has grown, so has its focus on immigration violation. ICE is comprised of three major offices, 
the largest of which is Enforcement and Removal Operations, which is responsible for detaining 
and deporting undocumented immigrants already inside the U.S. (Nixon & Qiu, 2018). Under the 
Obama administration, ICE prioritized the removal of undocumented immigrants who had 
committed serious crimes in the U.S., while the Trump administration has broadened these 
efforts and directed ICE to target anyone in the country who entered without inspection (Nixon 
& Qiu, 2018). ICE currently has more than 20,000 law enforcement and support personnel and 
an annual budget of approximately $8 billion (U.S. Immigration and Customs Enforcement, 
2020). 
The Obama administration deported approximately three million immigrants between 
2009 and 2016, which was significantly more than the two million immigrants deported between 
2001 and 2008 under the Bush administration (Radford, 2019). While the number of deportations 
increased in each of the first four years of the Obama administration, giving Obama the record 
for deporting more immigrants than any other president, they declined in each of the three years 
following 2012 (Horsley, 2016). Overall, the number of arrests made by ICE dropped 
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considerably from a high of nearly 300,000 in 2009 to approximately 110,000 in 2016 
(Gramlich, 2020). Under the Trump administration, arrests made by ICE began to rise again in 
2017 and 2018 but remained significantly lower than during Barack Obama’s first term in office 
(Gramlich, 2020). The Pew Research Center reports that 337,287 deportations of unauthorized 
immigrants were carried out in 2018, which was a 17% increase from 2017 (Gramlich, 2020). In 
2018, apprehensions of people from Central America at the border exceeded apprehensions of 
Mexicans for the third year in a row (Radford, 2019).  
The Obama administration faced criticism for the wide-scale detention of immigrant 
families in response to the 2014 border “surge,” which saw many families from Guatemala, 
Honduras, and El Salvador attempting to enter the U.S. (Lind, 2018). Guatemala, El Salvador, 
and Honduras are collectively referred to as Central America’s Northern Triangle, and these 
three countries have some of the highest murder rates in the world as well as problems with 
government corruption, organized crime, and drug trafficking. The increase in border crossings 
by mothers with their children and by unaccompanied minors from the Northern Triangle in 
2014 was largely attributed to “increased transnational criminal organization activity, violence 
from other sources, extreme poverty, and the desire for family reunification” (Schriro, 2017, p. 
460; Kennedy, 2014). The Obama administration responded to the influx of families from 
Central America arriving at the U.S. border by detaining mothers and children to deter other 
families from seeking asylum in the U.S., and opening large family detention centers to keep 
families detained throughout their immigration proceedings, even if they had passed their asylum 
screening interviews (Schriro, 2017). The Obama administration did not, however, separate 




 The federal DACA program was created in 2012 under the Obama administration, and 
defers deportation for a specified number of years for individuals who came to the U.S. as 
children and meet several guidelines. While deferred action does not provide lawful status to 
people who meet the guidelines, it does come with several immigration benefits, such as 
eligibility for work authorization (U.S. Citizenship and Immigration Services, 2016). Since its 
inception, more than 750,000 young undocumented immigrants have received work permits and 
deportation relief through DACA, including 216,060 DACA recipients in California (Krogstad, 
2017). Mexico is the largest origin country among beneficiaries of the DACA program, with 
609,105 initial applications and 371,219 renewal applications from undocumented youth born in 
Mexico between the program's start in 2012 and the end of 2015 (Zong & Batalova, 2017). 
Following a 2017 attempt by the Trump administration to terminate the DACA program, the 
Supreme Court ruled in June of 2020 that the DACA program would be fully restored and 
DACA recipients could continue to apply and renew their status for two more years (Immigrant 
Legal Resource Center, 2020).  
Immigration Policy Under the Trump Administration 
In brief, Trump’s immigration policies center around eight areas delineated by Amadeo 
and Boyle (2020): 1. Restrict legal immigration; 2. Complete the border wall with Mexico; 3. 
Reduce the number of asylum seekers; 4. Stop undocumented immigrants from receiving 
benefits; 5. Deport immigrants who arrived in the U.S. as children and are currently protected 
under the DACA program; 6. Restrict travel and visas from certain countries; 7. Reduce the 
number of refugees; 8. Review the H-1B visa program.  
In the first week following his inauguration, Donald Trump signed an executive order 
that stopped the entry of nationals from seven Middle East countries and paused the U.S. refugee 
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resettlement program. While this initial executive order was challenged in the courts and 
ultimately blocked, it was a clear indication of the emphasis the Trump administration was 
placing on limiting migration to the U.S. (Cowger, Bolter, & Pierce, 2017). Subsequent 
executive orders signed within the first 100 days of the Trump administration upheld the 
suspension of entries from specific countries and implemented a policy of “extreme” vetting, 
which required federal agencies to develop more rigorous screening procedures for all 
individuals applying for entry into the U.S. (Cowger, Bolter, & Pierce, 2017). 
 In April of 2018, Attorney General Jeff Sessions formally announced that the Department 
of Justice (DOJ) had started to enforce a “zero tolerance” policy toward border crossing without 
inspection in an effort to discourage unauthorized migration into the U.S. and to decrease the 
number of new asylum claims (Kandel, 2019). The “zero tolerance” policy dictated that all 
migrants crossing the border without prior authorization, including people seeking asylum and 
those with minor children, would be apprehended and prosecuted (Southern Poverty Law Center, 
2020). Accompanying children under the age of 18 were separated from their adult companion 
(typically a parent) and given to the U.S. Department of Health and Human Services’ (HHS) 
Office of Refugee Resettlement (ORR), which scattered them across shelters and detainment 
facilities across the country (Southern Poverty Law Center, 2020). The “zero tolerance” policy 
was an effort to subvert the 1997 Flores Settlement, which ruled that children must be released 
from detention within 20 days, by first separating children from their parents and then keeping 
parents in detention indefinitely (Herrera, 2019).  
The George W. Bush administration implemented a similar “zero tolerance” policy in 
2005 in parts of Texas and Arizona, which was ultimately scaled back by the Obama 
administration (Jordan & Nixon, 2018). The “zero tolerance” policy under the Trump 
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administration, however, took people crossing for the first time into criminal proceedings, which 
had not been the case with prior administrations (Jordan & Nixon, 2018). Additionally, families 
were generally detained together or paroled into the country to await their immigration cases as a 
family unit prior to the Trump administration (Southern Poverty Law Center, 2020). The “zero 
tolerance” policy was revoked in June 2018 following public outcry and the same month saw a 
U.S. District Judge order U.S. immigration authorities to reunite most separated families 
(Southern Poverty Law Center, 2020). Nearly 3,000 children were on record as separated from 
their families in June of 2018 (Dickerson, 2018), with reports of inhumane conditions in 
processing centers where migrant children were being held in detention throughout the Trump 
administration (Linton, Griffin, & Shapiro, 2017). While the total number of children separated 
from families is unclear due to a lack of a formal tracking system used by all of the agencies 
involved, the Trump administration has acknowledged that it has separated more than 1,100 
families since June 2018 (Southern Poverty Law Center, 2019) with this estimate since rising to 
more than 4,000 children separated from their families (Davis, 2020).  
The Trump administration ended the policy known as “catch and release” in September 
of 2019, which had previously allowed migrant families apprehended at the border to be released 
into the U.S. as they await their court date (Gonzales, 2019). Border Patrol agents routinely 
released people caught crossing the U.S.-Mexico border during the first term of the George W. 
Bush administration, yet the second term of the saw a shift toward keeping all immigrants caught 
at the border in detention (Lind, 2018). Due to the 1997 Flores Settlement Agreement, the 
Obama administration increasingly released families traveling with children from custody while 
their case was heard in immigration court (U.S. Senate Committee on Homeland Security & 
Governmental Affairs, 2019). 
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Early in his administration, President Trump revived the “287(g)” program in border 
areas, which allowed local and state law enforcement officers to perform immigration 
enforcement activities, such as searching, arresting and detaining undocumented immigrants, all 
of which were previously limited to federal officers (The White House, 2017; Torres et al., 
2018). Additionally, the Department of Homeland Security under the Trump administration 
eliminated some protections offered to unaccompanied minors entering the U.S. by removing 
their designation as “unaccompanied” if the minors were found to have parents or relatives in the 
U.S. (Department of Homeland Security, 2017). As a result, Central American children could be 
“immediately denied entry and repatriated,” and in addition, any undocumented parents or 
relatives who tried to reconnect with their children were threatened with criminal charges for 
helping their children migrate to the U.S (Torres et al., 2018, p. 847). 
During the first three months of the Trump administration, the number of people 
apprehended at the U.S.-Mexico border, which serves as a proxy for immigration without 
inspection, took a nosedive. February of 2017, several months after Donald Trump was elected 
president, saw a 36% reduction in border crossings with no inspection as compared to the 
previous February (Kulish & Santos, 2017). Border Patrol apprehensions fell to their lowest level 
in nearly twenty years in March of 2017, which is typically a month of increased crossings due to 
warmer weather (Campoy, 2017). The sharp decrease in border crossings without inspection can 
likely be attributed to the tone of Trump’s messaging toward unauthorized immigration, as few 
new border enforcement policies had been implemented in the first 100 days of the Trump 
administration.  
The Pew Research Center has conducted surveys to illicit the views of Latinx people on 
immigration policy, and have largely found that many Latinx respondents have concerns about 
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their place in the U.S. under the Trump Administration. A 2018 survey found that approximately 
71% of Latinx individuals report that they have talked about the immigration policy debate 
within their community since the start of the Trump administration, which is a 9% increase from 
2010 (Lopez, Gonzalez-Barrera, & Krogstad, 2018). A 2018 survey found that a majority of 
Latinx individuals in the U.S. (55%), regardless of legal status, reported that they worry “a lot” 
or “some” that they or someone they know could be deported, which was an increase from the 
47% who reported the same in 2017 (Lopez, Gonzalez-Barrera, & Krogstad, 2018). The same 
survey found that two-thirds (66%) of Latinx immigrants and 78% of respondents who were 
likely unauthorized immigrants worried about deportation (Lopez, Gonzalez-Barrera, & 
Krogstad, 2018). 
Policy Addressing Healthcare for Undocumented Immigrants 
Undocumented immigrants have historically been excluded from government- 
funded healthcare systems. The Immigration Reform and Control Act of 1986 specifically 
excluded some groups of legal immigrants from Medicaid during their first five years in the U.S., 
and Congress excluded undocumented immigrants from receiving medical care for any condition 
other than medical emergency care in the same year (Chavez, 2012). With the exception of 
emergency care, undocumented immigrants currently remain excluded from federally financed 
public benefits such as Medicare, Medicaid, the Children's Health Insurance Program (CHIP), 
and the Affordable Care Act (ACA) insurance subsidies (Berlinger & Gusmano, 2016). As a 
result, an estimated 7.1 million undocumented immigrants in the U.S. lack health insurance 
(Cheng et al., 2019). The broad exclusion for undocumented immigrants remained in place 
during the Obama administration, but some states and major cities have expanded health care 
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access for many undocumented immigrants through state and local programs offering low-cost 
primary care services through public and nonprofit facilities. 
 Undocumented immigrants largely receive healthcare through a system of safety net 
providers, including public and non-profit hospitals, federally qualified community health 
centers (FQHCs), and migrant health centers (Gusmano, 2012). FQHCs are required to provide 
urgent and preventive care to all who seek it, regardless of their legal status or their ability to pay 
(Sommers, 2013). Similarly, the Emergency Medical Treatment and Active Labor Act 
(EMTALA) requires hospitals to provide treatment to anyone with an emergency medical issue 
regardless of immigration status or ability to pay, but this policy is limited to acute emergencies, 
removes responsibility from hospitals once the patient has been stabilized, and does not prohibit 
billing for services provided (Sommers, 2013). A study that collected its data in 2013 found that 
FQHCs were a key resource for undocumented Latinx immigrants in the Western U.S., and that 
undocumented immigrants who feared deportation still utilized FQHC health services (López-
Cevallos & Donlan, 2014). There is little evidence to show, however, that mental health 
providers at FQHCs are familiar with immigrant-specific issues or the ethics of working with 
undocumented clients, despite being a primary access point for services (Herbst, Bernal, Terry, 
& Lewis, 2016).  
 The DACA program has provided an avenue for many undocumented immigrants to 
access health services through state and local initiatives. For example, California has enacted 
legislation to allow income-eligible DACA recipients and other undocumented immigrant 
children to enroll in Medi-Cal, and DACA recipients in New York State are eligible to enroll in 
state-funded Medicaid (Berlinger & Gusmano, 2016). These programs were in a tenuous state 
during the Trump administration, as Trump has vowed to eliminate DACA and would 
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consequently remove the only protection many undocumented immigrants have in accessing 
health services. 
 With regard to mental healthcare, undocumented immigrants who can’t afford to pay for 
services out-of-pocket are excluded from most health coverage options and mental health 
benefits. Medicaid is the largest payer of mental health services on a national level, yet 
undocumented immigrants are not eligible to receive Medicaid coverage (Valle, 2019). The 
exception to this rule is for pregnant women, who are eligible for Medicaid coverage in 
California regardless of citizenship and documentation status (Brooks et al., 2017). Additionally, 
California offers county programs such as Healthy Way LA and Healthy San Francisco that 
improve access to care among undocumented immigrants (Ortega et al., 2018).  
 Community clinics, such as the FQHCs previously mentioned, play a critical role in 
providing accessible mental healthcare to low-income populations, including undocumented 
individuals (Valle, 2019). Qualifying community clinics in California are at least partially funded 
by the results of the 2004 Mental Health Services Act, which was designed to expand 
California’s behavioral health system by implementing a 1% income tax for Californian’s with 
personal income in excess of $1 million (Department of Health Care Services, 2020). The Mental 
Health Services Act is not bound by the restrictions of Medi-Cal and allows programs to cover 
the cost of mental health treatment for persons with serious mental health conditions, including 
those who are not eligible for Medi-Cal as a result of their unauthorized status (Valle, 2019). 
Barriers to Accessing Health Services 
 Undocumented immigrants face a multitude of challenges in accessing high-quality 
healthcare, and these challenges often keep people from seeking the care they need. Immigration 
laws and policies explicitly provide or restrict access to health services (Martinez et al., 2015). In 
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fact, research has shown that the main predictor of utilization of medical services is 
undocumented immigration status (Martinez et al., 2011; Chavez, 2012).  Undocumented adults 
and their children are less likely than U.S. citizens to visit an emergency department or receive 
mental health or dental services, and when they do receive health care services, they are more 
likely to pay out of pocket (Pitkin Derose et al., 2009).  
 Public policy, even if not directly related to health care, can influence local health care 
access for undocumented immigrants if it "reinforces undocumented immigrants' avoidance of 
situations in which they fear being asked for identifying information or confronted by 
authorities" (Berlinger & Gusmano, 2016, p. 1). Many undocumented immigrants are hesitant to 
seek medical treatment of any kind, even emergency care, due to fear of harassment by authority 
figures or deportation (Martinez et al., 2015). An entire family may deny themselves healthcare 
if one member of the family is undocumented for fear of alerting immigration officials of the 
family members' citizenship status (Smith, 2001). In Arizona, for example, utilization of public 
assistance by Mexican-origin adolescent mothers and preventive, routine health care for their 
young children decreased after the enactment of SB 1070, legislation that allowed police to 
detain people who are not able to prove their citizenship on request (Roomey et al., 2014). This 
finding indicates that children with undocumented parents may experience developmental and 
other health consequences as a result of immigration policies that make parents reluctant to seek 
treatment. Police checkpoints and immigration raids have similarly been shown to perpetuate 
isolation from health services (Martinez et al., 2011; Lopez et al., 2017), and these have been 
occurring with increasing frequency under the Trump administration. 
 In addition to law enforcement, healthcare providers themselves may serve as a deterrent 
to health-seeking behaviors among undocumented immigrants. Martinez et al. (2011) write that 
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some mental health providers who work in areas where anti-immigration policies are 
implemented have been shown to "discriminate against undocumented immigrants by denying 
services and saw them as the "other," creating another critical barrier to access to care" (p. 964). 
Research has shown that perceived discrimination by healthcare providers is linked to delays in 
seeking treatment, lower adherence to medical treatment, and lower rates of follow up (Williams 
& Mohammed, 2009).  
Additional barriers to seeking services include inexperience with navigating the 
healthcare system as well as inability to communicate in the language spoken by the healthcare 
facility or provider (Hacker, Anies, Folb, & Zallman, 2015). Many immigrants may not be 
willing to seek services from a psychotherapist who does not speak their native language and is 
unfamiliar with their cultural background, yet many immigrants may also be hesitant to seek 
services from a psychotherapist from their own community due to fear that the therapist will not 
maintain confidentiality (Zimmerman, Barnett, & Campbell, 2020). Finally, an overall lack of 
mental health services and a shortage of mental health providers in many communities, 
particularly those who can offer linguistically and culturally appropriate care, act as core barriers 
to accessing mental health services (National Council of La Raza, 2016).  
2.2 Immigration from Latin America to the United States 
Rates of Undocumented Immigration 
The Pew Research Center estimates that unauthorized immigrants make up nearly a 
quarter (23%) of immigrants in the U.S. (Passel & Cohn, 2019). The number of undocumented 
people in the U.S. has risen dramatically since the 1980’s, with approximately three million in 
1980, to five million in the mid-1990’s, and a peak of 12 million before decreasing after the 
financial crisis of 2007-2009 (Gutierrez, 2016; Krogstad, Passel, & Cohn, 2016). Most 
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undocumented immigrants live in families who have "mixed-status," and approximately five 
million children in the U.S. have an undocumented parent (Hayes & Hill, 2017). In fact, it is 
estimated that 12.3% of K-12 school children in California have an undocumented parent (Hayes 
& Hill, 2017).   
 Seventy-eight percent of undocumented immigrants in the U.S. are from Latin America 
(Pew Research Center, 2017). Mexicans are the largest immigrant group in the U.S., accounting 
for approximately 25% of the 44.4 million foreign born individuals in the U.S. in 2017 (Radford, 
2019). Mexicans have also historically been the largest contributing population to the number of 
undocumented immigrants in the U.S, with 4.9 million unauthorized immigrants from Mexico 
living in the U.S. in 2017 (Passel & Cohn, 2019). While Mexicans remain the largest group of 
unauthorized immigrants in the U.S. compared to groups from other birth countries, their 
numbers have declined so sharply over the past decade that they no longer make up the majority 
of people living in the U.S. without authorization (Passell & Cohn, 2019). Mexicans made up 
half of all undocumented immigrants in the U.S. in 2016, which is the first time in more than a 
decade that Mexicans did not account for a clear majority of this population (Krogstad, Passel, & 
Cohn, 2017).  
 According to the Survey of Migration on the Northern Border of Mexico (Encuesta de 
Migración en la Frontera Norte de México, or EMIF), the number of immigrants traveling from 
Mexico to the U.S. decreased steadily between 2007 and 2014 (Zong & Batalova, 2017) and the 
number of Mexican undocumented immigrants in the U.S. was lower in 2017 than in any year 
since 2001 (Passel & Cohn, 2019). The overall number of undocumented immigrants from 
Mexico has declined as a result of decreases in new arrivals as well as the voluntary departure, 
deportation, or death of Mexican undocumented immigrants living in the U.S. (Passel & Cohn, 
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2019). The undocumented immigrant population in the U.S. is therefore increasingly 
representative of longer-term residents, with the typical undocumented immigrant adult having 
lived in the U.S. for 15 years as of 2017 (Passel & Cohn, 2019). Similarly, a large majority of 
undocumented immigrant arrivals since 2010 are people who arrive with legal visas and overstay 
their required departure date, rather than people who cross the border without inspection (Passel 
& Cohn, 2019). Approximately two-thirds (66%) of adult undocumented immigrants in the U.S. 
have lived in the country for at least a decade (Krogstad, Passel, & Cohn, 2016).  
The number of undocumented immigrants from nations other than Mexico has grown 
since 2009, reaching an estimated 5.5 million in 2017 (Passel & Cohn, 2019). The number of 
undocumented immigrants entering the U.S. from Asia and Central America has risen from 2009 
to 2015 (Krogstad, Passel, & Cohn, 2017). El Salvador, Guatemala and Honduras all saw a 
statistically significant increase of undocumented immigrants in the U.S from 2007 to 2017 
(Passel & Cohn, 2019). In 2010, 13 percent of the people apprehended at the U.S. southern 
border came from the Northern Triangle countries, and this number jumped to 42 percent in 
2016, reflecting the sharp rise in violent crime occurring in El Salvador, Guatemala and 
Honduras (Open Society Foundations, 2019). While the reasons for migration vary, general 
patterns indicated that migration from El Salvador and Honduras is often the result of immediate 
threats to safety, such as targeted violence in the form of murder, kidnapping, extortion, or 
forced gang recruitment, while migration from Guatemala is more often related to chronic 
stressors such as the presence of general violence, poverty, and rights violations (Hallock, Ruiz 
Soto, & Fix, 2018).  
The last ten years have also seen a shift from the apprehension of majority single adult 
males to the apprehension of family units. 99,901 family units were apprehended in the first four 
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months of 2019, which is a significant increase from the approximately 11,000 family units that 
were apprehended in 2012 (Kandel, 2019). Recently apprehended family units and 
unaccompanied children have primarily been arriving from countries in Central American, in 
contrast with the long-term trend of individuals and family units predominantly arriving from 
Mexico (Kandel, 2019).  
The number of asylum cases in the U.S. has reflected the well-documented increase in 
extreme violence in Central American, with asylum decisions jumping 35 percent from 2016 to 
2017 (Southern Poverty Law Center, 2018). Yet, judges have been denying a growing share of 
asylum claims. Claims by people from Mexico have seen the highest denial rate, with 88 percent 
of claims rejected (Southern Poverty Law Center, 2018). In order to obtain asylum or refugee 
status in the U.S., applicants generally require good legal representation, which many do not 
have. Additionally, applicants may be denied asylum or refugee status because they are not 
fleeing a country that is technically at war, or they are not able to demonstrate physical 
consequences of violence (Medecins Sans Frontieres, 2018).  
Since his confirmation as Attorney General in 2017, Jeff Sessions made aggressive 
efforts to reshape the immigration system, in particular taking action to “limit the ability of 
asylum seekers to appeal decisions, restrict the discretion that immigration judges have over their 
own dockets, and use his authority as Attorney General to personally review immigration cases” 
when he disagreed with outcomes (Blitzer, 2018). In early June of 2018, Jeff Sessions reversed 
an immigration appeals court ruling that granted asylum to a Salvadoran woman who had been 
abused by her husband, a decision that made it nearly impossible for future asylum seekers to be 
allowed entry into the U.S. due to fears of domestic abuse or gang violence (Benner & 
Dickerson, 2018). This decision was particularly salient for the waves of women and children 
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who had been arriving at the U.S.-Mexico border after fleeing violence in Central America, 
where women face some of the highest femicide rates in the world and are threatened by forced 
recruitment of females to be the girlfriends of gang members, along with many other safety 
concerns for themselves and their children (Hallock, Soto, and Fix, 2018). 
Undocumented Immigrants in California 
 Most of the approximately 10.6 million undocumented immigrants living in the U.S. 
reside in 20 metropolitan areas, with the largest populations in New York, Los Angeles and 
Houston (Passel & Cohn, 2017). California holds the largest number of undocumented 
immigrants with an estimated population of 2.9 million (Baker, 2018), nearly 25% of the total 
number of undocumented immigrants in the U.S. (Radford, 2019). Five of the 20 metro areas 
that have the largest undocumented immigrant populations are in California: Los Angeles, 
Riverside-San Bernardino, San Francisco, San Diego, and San Jose (Passel & Cohn, 2017). 
Roughly 71% of undocumented immigrants in California are of Mexican origin (Passel & Cohn, 
2016). The other countries who are major contributors to California's population of 
undocumented immigrants include Guatemala (7%), El Salvador (4%), the Philippines (3%), and 
China (2%) (Migration Policy Institute, 2017). Nearly one in 10 California workers is an 
undocumented immigrant (Public Policy Institute of California, 2017), making undocumented 
immigrants critical contributors to California's economy.  
 As the state that holds the largest total number of immigrants as well as the largest 
number of undocumented immigrants, California’s policies regarding undocumented people 
living in the U.S. have long held a spotlight in the national debate around immigration. In 1994, 
Proposition 187, nicknamed the "Save Our State" initiative, was passed in California and was in 
effect for approximately three days. This legislation made undocumented immigrants ineligible 
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for public social services, non-emergency public health care services, and public education at 
elementary, secondary, and post-secondary levels (“California Proposition 187,” 2017). After 
Proposition 187 was approved, there was widespread public protest and several civil groups filed 
lawsuits against it, leading to a permanent injunction blocking the legislation. Proposition 187 
marked a turning point for immigration policy in California, and since that time, California has 
taken significant steps to enact policies that curb deportations and promote the inclusion of 
immigrant residents. There is evidence to show, however, that Proposition 187 and other policies 
implemented during the 1990s to prevent undocumented immigrants from using health services 
have had a remarkable impact on the current undocumented immigrant population in California, 
who continue to underutilize medical services when compared to legal immigrants and citizens 
(Martinez et al, 2015).  
Despite delays and roadblocks in immigration reform on the federal level, California is a 
national leader in developing pro-immigrant laws on the state level. Examples of this progress 
include the 2011 California Dream Act, which allows qualifying undocumented immigrants to 
apply for state-funded financial aid and compete for scholarship awards. In 2012, California 
passed the Reuniting Immigrant Families Act which eliminates family reunification barriers for 
immigrant families in the child welfare system and allows courts to place a child with a parent or 
legal guardian, regardless of immigration status (California Immigrant Policy Center, 2015). In 
2014, California allocated three million dollars to support legal representation for children 
fleeing violence in Central America and currently in deportation proceedings (Savage-Sangwan, 
2014). Since the 2016 election, former California Governor Jerry Brown has repeatedly spoken 
in defense of undocumented immigrants who have come to California seeking safety and a better 
quality of life, and guided California to expand its legal attack on federal immigration policy that 
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it deems discriminatory or unjust (McGreevy, 2017). Similarly, current Governor Gavin 
Newsom has taken action to support undocumented communities. In 2020, Governor Newsom 
created the first state funding effort to support undocumented immigrants during the coronavirus 
pandemic, because they are ineligible for federal stimulus checks and unemployment benefits 
due to their status (Kaur, 2020). 
Since the 2016 election, some California cities have either reinforced or introduced their 
support for sanctuary policies for undocumented immigrants, which refers to limiting local 
assistance to federal immigration enforcement (Hayes & Hill, 2017). Los Angeles, San 
Francisco, and San Diego, for example, all have policies in place to protect local immigrant 
populations and limit cooperation in enforcing federal immigration laws. In April of 2017, the 
California Senate passed Senate Bill 54, which has commonly been referred to as the "sanctuary 
state" bill. This bill blocks state and local law enforcement agencies from using any resources, 
including money, equipment, or personnel, to assist with immigration enforcement (Park, 2017). 
Additionally, Senate Bill 54 designates spaces such as schools, libraries, and health facilities as 
safe and accessible to all California residents, regardless of immigration status (ACLU Southern 
California, 2020). This bill was signed into law in October of 2017, and is an indication that the 
overall political climate in California is one that is more favorable to undocumented immigrants 
than in many other parts of the country. 
Public attitudes toward undocumented immigrants in California have shifted since the 
mid-1990’s, when Proposition 187 attempted to severely limit undocumented immigrants’ access 
to public services, such as healthcare. Today, Californian’s in general have a higher opinion of 
immigrants than they did two decades ago (Kiefer, 2019), although perceptions of immigrants 
often vary based on political affiliation. A recent survey conducted by the Pew Research Center 
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found that 83% of Democrats think immigrants strengthen the country and 11% see them as a 
burden, while 38% of Republican respondents believed that immigrants strengthen the country 
and 49% saw immigrants as a burden (Radford, 2019). Surveys conducted by the Public Policy 
Institute of California have asked Californians four times since January 2016 whether 
undocumented immigrants should be able to stay in the country legally, if certain requirements 
are met. Each administration of this survey has resulted in at least 82% supporting this idea 
(Hayes & Hill, 2017). Similarly, a survey conducted in 2019 by the Public Policy Institute of 
California found that 58% of Californians support state and local governments in acting 
independent of the federal government to protect the legal rights of undocumented immigrants 
(Bonner, 2019).  
California’s counties and cities vary widely in their sentiment toward immigrants as a 
result of the sheer size and diversity of the state. The Central Valley region of California, an 
agricultural hub of the state and country, is generally more politically conservative than coastal 
areas. Opinions surrounding immigration policy are more complex, however, than division along 
party lines. The New York Times published an article (Dickerson & Medina, 2017) detailing the 
concerns of Central Valley farmers who voted for Donald Trump, yet whose farmworkers are 
primarily comprised of undocumented immigrants. Nearly a dozen farmers who were 
interviewed for the article acknowledged that they relied on workers who provided illegitimate 
documents, and that their businesses would be crippled without undocumented immigrants.  
Mental Health Trends Among Undocumented Immigrants from Latin America  
 Epidemiological research indicates that adults from Latin America have rates of 
psychiatric disorders that, on average, are less than or similar to those of non-Latinx Whites, but 
these rates increase with time spent in the U.S. (Burnam, Hough, Karno, Escobar, & Telles, 
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1987; Kessler et al., 1994; Ortega, Rosenheck, Alegria, & Desai, 2000; Alegria et al., 2008). The 
finding that suggests immigrant populations may have lower rates of psychiatric disorders is 
termed the “immigrant paradox” because immigrants appear to be psychologically healthier than 
their socioeconomic status and circumstances would suggest (Fortuna & Porsche, 2014). 
Variations do exist within Latinx subgroups, however. A study comparing undocumented 
immigrants, documented immigrants, and U.S.-born Latinx individuals treated in a mental health 
program found that the undocumented participants were more likely to have anxiety, adjustment, 
and alcohol use disorder and had lower rates of lifetime inpatient and outpatient treatment (Perez 
& Fortuna, 2005).  
A recent review of research examining the psychosocial risk factors associated with the 
mental health of undocumented immigrants in the U.S. found that a majority of 13 qualitative 
studies included in the review identified depressive symptoms as a common theme (Garcini et 
al., 2016). The specific symptoms of depression that were mentioned by Garcini and colleagues 
(2016) included "decreased self-esteem, helplessness, loss of motivation, self-blame, and 
decreased sleep/appetite" (p. 11). With regard to coping strategies, a 2016 cross-sectional study 
asked 122 self-identified undocumented Latinx to complete questionnaires measuring coping and 
depression (Cobb, Xie, & Sanders, 2016). Results of the study suggest that the primary coping 
strategies most used by undocumented Latinx people may be spiritual or religious in nature, such 
as prayer or meditation, and support-seeking coping, such as turning to family for support (Cobb, 
Xie, & Sanders, 2016). 
Past research has shown that Latinx individuals, particularly Mexican Americans, access 
mental health services at very low rates (Vega, Kolody, Aguilar-Gaxiola, & Catalano, 1999; 
Alegria et al., 2002; Cabassa, Zayas, & Hansen, 2006) due to the many barriers they face. 
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Immigrants from Latin America are even less likely to seek out mental health services than 
Latinx individuals born in the U.S. (Guarnaccia, Martinez, & Acosta, 2005). In fact, the Los 
Angeles Epidemiologic Catchment Area Program (Burnam, Hough, Karno, Escobar & Telles, 
1987) found that non-Latinx whites were seven times more likely to use outpatient mental health 
services than Mexicans who spoke mostly Spanish. However, rates of mental health service 
utilization are not consistent across Latinx sub-ethnic groups; Puerto Ricans are much more 
likely to have used past-year mental health services than Mexicans, Cubans, and other Latinx 
individuals (Alegria, Mulvaney-Day, Woo, Torres, Gao, & Oddo, 2007). The group of Latinx 
people who can be expected to have the highest rates of use of mental health services are those 
who are U.S.-born, speak English, and have the greatest number of years in the U.S. (Villaruel et 
al., 2009). 
A systematic review of the impact of immigration policy on health status among 
undocumented immigrants (Martinez et al., 2015) showed that a majority of the studies included 
in the review established a clear association between immigration policies and mental health 
outcomes such as depression, anxiety, and post-traumatic stress disorder (PTSD). A more recent 
study examining the mental health impact of the overall policy climate for Latinx individuals 
found that those in states with more exclusionary policies had higher rates of poor mental health 
days than individuals in states with more inclusive policies, and this association between state 
policy and the rate of poor mental health days was significantly higher among Latinx individuals 
than non-Latinx individuals (Hatzenbuehler et al., 2017). 
With regard to the recent political climate, surveys conducted by Gallup in 2017 showed 
that Spanish-speaking Latinx individuals reported statistically significant increases in daily levels 
of worry in the months following Donald Trump’s election (Davis, 2017; Ritter & Tsabutashvili, 
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2017). To better understand these findings, Krupenkin, Rothschild, Hill, and  Yom-Tov (2019) 
examined internet searches of more than one million Bing users before and after the election to 
explore the changes in mental-health-related searches among Democrats and Republicans and 
compare their findings to searches among Spanish-speaking Latinx individuals in the U.S. 
Results showed that Spanish-speaking Latinx Bing users showed a significant increase in 
searches for depression, anxiety, therapy, and antidepressant drugs in the months after the 
election. Internet searches such as these are an indicator of mental distress, particularly among 
medically underserved populations who may not have access to mental health services. These 
findings are supported by anecdotal accounts, such as those included in a recent report published 
by the American Psychological Association indicating that psychologists are seeing an increase 
in the number of immigrant patients who are experiencing anxiety and hopelessness under the 
changing policies of the Trump administration (Stringer, 2019). 
Factors Impacting the Mental Health of Undocumented Immigrations from Latin America 
 
 Undocumented immigrants typically migrate from countries with long-term war or civil 
unrest, or may leave their countries of origin for economic, cultural, social, or political reasons 
(Martinez et al., 2015). As a result, undocumented immigrants have often experienced multiple 
pre- and post-migration events that result in significant distress, including "imprisonment, rape, 
ethnic cleansing, physical violence, economic distress, and torture" (Martinez et al., 2015, p. 
948). The stressors associated with undocumented immigrant status may be best understood by 





Many factors lead individuals and families to migrate from their native countries, 
including family reunification, search for work, and humanitarian refuge (Consoli, Wang, & 
Delucio, 2016). Inadequate economic resources and opportunities are the primary reason many 
undocumented immigrants choose to cross the border and attempt to start a new life (Sullivan & 
Rehm, 2005). In 2009, the Pew Research Center reported crime, drugs, corruption, and a 
troubled economy as the major reasons that push Mexicans to migrate to the U.S. (The Pew 
Global Attitudes Project, 2009). Millions of people living in the Northern Triangle region of 
Central America face “trauma, fear and horrific violence” as “dominant facets of daily life” 
(Medecins Sans Frontieres, 2018, p. 4). In 2018, Doctors without Borders published a report on 
the threats Central Americans face along the migration route, with data drawn from survey and 
patient records from 2015 and 2016 (Medecins Sans Frontieres, 2018). This survey also found 
that among respondents that fled their native country, 43.5 percent had a relative who died due to 
violence in the last two years, and nearly 40 percent mentioned “direct attacks or threats to 
themselves or their families, extortion or gang-forced recruitment as the main reason for fleeing 
their countries” (Medecins Sans Frontieres, 2018, p. 5). 
 Although the push factors for migration are highlighted in the media as well as research, 
the emotional antecedents to migration are rarely mentioned (Sullivan & Rehm, 2005). 
Individuals who feel they must leave their country of origin may feel a sense of failure or defeat 
as a result of not being able to establish a successful or sustainable life for themselves or their 
families (Guttmacher, 1983). In situations where individuals are fleeing violence or the threat of 
violence, they may have spent a great deal of time living in unsafe environments and witnessing 
human brutality. For example, violence fueled by Mexico's drug cartels has led to tremendous 
bloodshed, with an estimated 23,000 homicides in 2016 (Chappell, 2017). According to a report 
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published by the International Institute for Strategic Studies (2017), this number is surpassed 
only by Syria and positions Mexico as the second most violent country in the world. In Ciudad 
Juarez, a border city in northern Mexico that is considered the most dangerous place in the 
country, a survey of 40 university students during an intense period of armed conflict related to 
the drug trade found that 32.5% of students scored positively for symptoms of PTSD, 35% for 
symptoms of depression, and 37.5% scored positively for anxiety (O'Connor, Vizcaino, & 
Benavides, 2013). The pervasive and protracted violence that has been present in Central 
America indicates that a large proportion of people who arrive in the U.S. in an effort to flee 
violence in their native country may have spent time living with significant psychological 
distress prior to their migration. 
Stressors during migration 
 Crossing the border has been identified as a salient stressor for undocumented 
immigrants, considering the amount of danger individuals may face. The U.S.-Mexico border 
runs 1,952 miles from California to Texas (Deluca, McEwen, & Keim, 2010). Since construction 
on the border fence between the U.S. and Mexico started two decades ago, more than 7,000 
people have died trying to cross the border (Guerrero, 2016). Threats to safety and well-being 
include "exposure to environmental hazards, violence and extortion from immigration authorities 
and organized crime, witnessing death of others while crossing, and abandonment by border 
crossing guides” (Garcini et al., 2016, p. 12). A 2010 qualitative study (DeLuca, McEwen, & 
Keim, 2010) conducted in Nogales, Sonora, Mexico, a U.S.-Mexico border town, interviewed 
eight undocumented adult male immigrants about their experiences crossing the border. One man 
described the harsh physical conditions of his journey by stating the following: 
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   One time, I almost died due to dehydration. I was so thirsty, so thirsty and I had nothing 
to drink... I found water and I ate some prickly pears and cacti and that is how I kept 
going (p. 118).  
 
Another participant described his fear of thieves often encountered by migrants in the desert: 
   Usually we carry medication for headaches or fever reducers, but we don’t really carry 
medications, no. Because in the desert we find people that we call bajadores (thieves), 
people who strip you down to your shoes. We also deal with that, it is not worth it to 
carry so many things because we are exposed to all that. I think they [thieves] are worse 
than beasts because they also beat us up" (p. 119). 
 
 Unaccompanied immigrant children typically arrive to the U.S. through a combination of 
walking, bus, and freight train, which is often referred to as "The Beast" because its riders must 
deal with hunger, sleep deprivation, exposure, and the constant threat of injury (Stark, Shapiro, 
Muniz de la Pena, & Ajil, 2015). The difficult journey may take months to complete, and those 
migrating must often place their lives in the hands of strangers. Unaccompanied children usually 
travel with coyotes (human smugglers) and are vulnerable to abuse or exploitation en route to the 
U.S. (Fazel & Stein, 2002). Young females in particular are at increased risk for rape and sex 
trafficking (Stark, Shapiro, Muniz de la Pena, & Ajil, 2015). Children whose families have paid 
for safe passage to the U.S. may sleep in filthy conditions and be inadequately fed by the coyotes 
guiding them (Hagan, 2008), placing these children's health at risk.  
 The previously mentioned study published by Doctors Without Borders (Medecins Sans 
Frontieres, 2018), which examined the experience of Central Americans along the migration 
route, found that “68.3 percent of migrant and refugee populations entering Mexico reported 
being victims of violence during their transit toward the United States” (p. 5). Additionally, 31.4 
percent of the women and 17.2 percent of the men surveyed had been sexually abused during 
their journey to the U.S. The study participants reported that “the perpetrators of violence 
included members of gangs and other criminal organizations, as well as members of the Mexican 
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security forces responsible for their protection” (p.5). In addition to the many life-threatening 
challenges migrants and refugees face during their journey, they generally “do not have access to 
medical care or safe places to eat and sleep, and must constantly be on guard against the threat of 
violence or sexual assault” (Medecins Sans Frontier, 2018, p. 13). 
Post-migration stressors 
 Undocumented immigrants in the U.S. have been shown to have a significantly higher 
number of concurrent psychosocial stressors, such as problems related to occupation and access 
to healthcare, than documented and U.S.-born Latinx individuals (Perez & Fortuna, 2005). The 
following section enumerates some of the significant challenges undocumented immigrants face 
as they attempt to adjust and acculturate to their new surroundings and mourn for the positive 
aspects of the life they left behind.   
 Living Conditions. Many Latinx immigrants experience housing discrimination based on 
immigration status. Undocumented immigrants do not have access to government subsidized 
housing and are therefore often at the mercy of private landlords. Additionally, some local 
governments have passed anti-illegal immigrant (AII) ordinances that restrict housing for 
undocumented immigrants and penalize landlords who do rent to undocumented individuals 
(Oliveri, 2009). California state does not prohibit the rental or provision of housing to 
undocumented immigrants, but these ordinances have existed in the past in various parts of the 
state and anti-immigration advocates continue to push for legislation that bars undocumented 
immigrants from legally securing housing. 
 In her interviews with mental health clinicians, Baranowski (2018) found that housing 
problems were a common theme when examining the systemic factors impacting the well-being 
of undocumented immigrants from Mexico. One clinician elaborated on this theme:   
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   Recently, we were having a lot of barriers getting clients into housing programs 
because there were stipulations stating that they needed to have official employment, 
which of course didn't account for our clients because many of them don't have official 
employment. They can't verify that they have official employment (Baranowski, 2014, p. 
84). 
 
 Additional housing problems include mistreatment by landlords who use tenants' 
unauthorized status to their advantage. Some landlords charge undocumented individuals 
excessive rent and will allow undocumented immigrants to live in unhygienic or otherwise 
hazardous conditions because they know these tenants will not report them to authorities 
(Zuniga, 2004). Stories have poured in to legal-aid agencies throughout California in which 
landlords are emboldened by the anti-immigration policies of the Trump administration and are 
threatening undocumented tenants with deportation in order to raise rents, evict tenants, or 
silence complaints about living conditions (Capps, 2017). 
 Work Conditions. Many undocumented people are employed in sectors that are known 
to have difficult working conditions, such as seasonal field work. Long work hours, challenging 
working conditions, and social isolation due to work schedules all take a toll on the mental health 
of immigrants. Mexican American farm workers, a large majority of which are undocumented 
immigrants, are "at particular risk of psychological problems from the combination of stressful 
work and living conditions, toxic exposures to pesticides with neurological effects, and substance 
abuse" (Guarnaccia, Martinez, & Acosta, 2005, p. 23). 
 In addition to challenging work conditions, many immigrants experience language 
barriers that hinder their ability to find employment. Many people who were professionals in 
their native countries are unable to transfer their educational or occupational qualifications to the 
U.S., and are therefore underemployed (Chung et al., 2008).  
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 Psychological Stressors. In their review, Garcini and colleagues (2016) listed a variety 
of factors that contributed to psychological distress in undocumented immigrants, of which the 
most frequently identified were marginalization and isolation, fear of deportation, and limited 
resources. The following challenges were reported as particularly taxing: "Restricting existence 
to a limited social sphere of activity, isolation from the larger community, separation from 
family/friends in the country of origin, inability to travel internationally to visit, experiencing a 
sense of voicelessness, invisibility and loss of all rights, and having limited access to upward 
social mobility" (Garcini et al., 2016, p. 12). Migrants who come from collectivistic societies 
may have challenges acculturating to the individualistic society of the U.S. and “must learn to 
cope with very different beliefs and behaviors associated with child rearing, family structure, 
gender roles, religious practices, and approaches to physical and mental health care that sharply 
contrast with their own cultural beliefs and behaviors” (Chung et al., 2008, p. 311; Bemak et al., 
2003).  
 Undocumented immigrants who brave the difficult journey across the border are often 
unable to return as a result of the danger of the process and the risk of apprehension by 
authorities. Because of their inability to freely cross the border, undocumented immigrants are 
not able to visit their homes or family members they left behind, including children (Vega, 
Kolody & Valle, 1987). There is often a great sense of loss as individuals separate from the 
people and places that are familiar to them (Quiros, 2010). This situation undoubtedly takes an 
emotional toll and deprives many undocumented immigrants of the social support they may have 
relied on in the past.  
 Additionally, undocumented immigrants live with the fear of apprehension, detainment, 
and/or deportation. A 2012 study explored the impact of ICE activities on immigrant health from 
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the perspective of healthcare providers (Hacker, Chu, Arsenault, & Marlin, 2012). 163 
emergency medicine and primary care providers in Everett, Massachusetts were surveyed and 
48% reported that they observed negative effects of ICE enforcement on the health or health 
access of immigrant patients. Four themes emerged from the examples offered by participants: 1) 
Deportation fear impacted emotional health; 2) Deportation fear led to interrupted care; 3) 
Familial separation resulting from detention and/or deportation affected health and well-being; 4) 
Deportation fear created perceived barriers to access. Further support comes from research 
around parenthood within the context of undocumented status and its accompanying stressors, 
including a study that found undocumented Latinx parents to feel “trapped, burdened by the 
constant threat of separation from their children, and discouraged by how their undocumented 
status affects family process” (Berger Cardoso, Scott, Faulkner, & Lane, 2018, p. 8). 
 Youth-Specific Stressors. Undocumented children face their own unique set of 
challenges to mental health and well-being. For example, children must navigate obstacles to 
getting an education as well as anxiety over the arrest or imprisonment of family members due to 
immigration status, including caretakers. U.S.-born children with undocumented parents have 
lower levels of enrollment in public programs for which they are eligible, including food stamps, 
public preschool, and child care subsidies (Fortuna & Porsche, 2014). This finding may be 
representative of the isolation undocumented families experience as a result of their 
hypervigilance and fear of deportation.  
Many undocumented children came to the U.S. at a young age and have no memories of 
their native country. Young people in this position are made to feel like an outsider or an "other" 
when the U.S. is the only home they know. The extreme level of stress faced by children and 
adolescents disrupts the process of healthy development and leads to increased rates of childhood 
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trauma and the potential for harm as the child grows and enters adulthood (Androff et al., 2011).  
A study of the impact of parental deportation on mental health (Allen, Cisneros, & Tellez, 2015) 
surveyed the caregivers of 95 children whose parents had been deported to Central America. 
This study found that children with a deported parent were more likely to exhibit elevated levels 
of internalizing (e.g., depression, anxiety) and externalizing problems (e.g., aggression, conduct 
problems) than children without a deported parent. Parent and provider reports given to the 
Center for Law and Social Policy (Cervantes, Ullrich, & Matthews, 2018) suggest that children 
as young as three are aware of the Trump administration’s anti-immigrant position and the 
possibility of being separated from a parent. 
 Some of the undocumented children who enter the United States from Central and South 
America are unaccompanied minors, meaning they arrived in the U.S. alone or are required to 
appear in immigration court alone. Between October 1, 2013 and September 30, 2014, U.S. 
Customs and Border Protection encountered 67,339 unaccompanied children primarily arriving 
from Honduras, Guatemala, El Salvador, and Mexico (American Immigration Council, 2015).  
Unaccompanied children who are detained and enter a formal custodial process as well as the 
children who go undetected by immigration authorities are extremely vulnerable populations and 
are at high risk for the development of psychopathology (Baily, Henderson, Ricks, Taub, & 
Verdeli, 2011).  
 Prejudicial Attitudes and Discrimination. Undocumented immigrants are a large and 
diverse population, yet are often examined through the lens of immigration status rather than 
their characteristics as individuals. The term "illegal alien," one that is regularly used by political 
leaders, in itself carries a connotation of criminality and stresses a sense of being an outsider 
(Lakoff & Ferguson, 2017). A study conducted along the U.S.-Mexico border region (Murray & 
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Marx, 2013) examined how undergraduate students viewed authorized and unauthorized 
immigrants and refugees, and found that participants consistently reported more prejudicial 
attitudes, greater perceived threats, and greater levels of anxiety when responding to questions 
about undocumented compared to documented immigrants. 
Supporters of anti-immigration rhetoric may hold the belief that immigrants, including 
undocumented immigrants, overutilize public resources without contributing to public funds 
through taxes. Notably, undocumented immigrants pay nearly $12 billion per year in state and 
local taxes, including $3 billion annually in California (Gee, Gardner, & Hill, 2017), and 
contribute billions of dollars into the Medicare Trust Fund and Social Security, although they are 
unable to claim these benefits (Zallman et al., 2016; Gross et al., 2013). Similarly, proponents of 
anti-immigrant policy have been known to assert the belief that “immigrants disproportionally 
commit criminal acts and hurt the U.S. economy” (Torres, Santiago, Walts, & Richards, 2018, 
p.843), when in fact research suggests that immigrants benefit the economy (Gillula, 2015) and 
links between immigration and rises in violent crime have been repeatedly refuted (Butcher & 
Piehl, 1998; Green, 2016; Light & Miller, 2018). Yet, many immigrants continue to experience 
discrimination based on their status. Garcini et al. (2018) interviewed 246 undocumented 
immigrants from Mexico who lived in neighborhoods near the California/Mexico border and 
found that 69% of participants reported interpersonal discrimination due to being undocumented.  
2.3 The Experience of Clinicians Providing Care to Undocumented Immigrants  
There is a significant gap in the psychological literature with regard to the provision of 
mental health services to undocumented immigrants from Latin America, and an even larger gap 
regarding the experiences of clinicians who are providing such services. In the last two decades, 
the American Psychological Association (APA), the leading professional organization 
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representing the field of psychology in the U.S., has published multiple statements and resources 
in support of immigration reform efforts, with a particular emphasis on “practical, humane 
immigration policies that highlight the needs of immigrants and their families” (Davila, n.d.; 
American Psychological Association, 2008). APA’s Immigration Policy Working Group has 
detailed the multiple roles that mental health professionals can play in supporting 
unaccompanied children from Central America, many of which can be generalized to work with 
undocumented clients of all ages (Paris et al., 2018). These actions include “facilitating 
adjustment and acculturation, supporting legal processes, responding to the challenges of family 
reunification, addressing barriers to basic services, addressing trauma among caregivers, 
advocating for the academic needs of child clients, and helping to diminish the barriers 
associated with stigma,” among others (Paris et al., 2018, p. 11). Mental health professionals are 
being asked to wear many hats in service of their undocumented clients, yet despite the breadth 
and importance of their work, the existing literature has little reference to the experiences of 
clinicians as they conduct therapy with undocumented immigrants. 
 A small number of studies in the U.S. and abroad have focused on the perspective of 
mental health clinicians who provide psychotherapy services to undocumented immigrants, and 
the challenges they face in providing holistic care for such patients who experience extreme 
systemic obstacles to well-being. A 2013 qualitative study collected interview data from mental 
health professionals in 16 countries across Europe, all of whom served immigrants falling in a 
number of categories, including legal immigrants, asylum seekers and refugees (Sandhu et al., 
2013). The specific challenges to providing care that were highlighted by clinicians were 
complications with diagnosis, difficulty in developing trust between patient and clinician, and 
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increased risk of marginalization for immigrant patients, who were more likely to be socially 
isolated and discriminated against than native patients with similar conditions. 
 First-person interviews conducted with clinicians serving undocumented immigrants 
along the U.S./Mexico border (Baranowski, 2018) have highlighted the following challenges to 
providing mental health services: Limitations in the scope of their training, language barriers that 
prevented linguistically-competent mental health interventions, and cultural and identity 
differences between clinicians and their clients that challenged the therapeutic alliance. 
Additionally, clinicians reported a series of factors that have a significant negative impact on the 
mental health of their clients. These factors include legal problems, financial stress, housing 
instability, and barriers to securing identification, work and social security documents 
(Baranowski, 2018). Also mentioned by clinicians were "separation and isolation, stressors 
experienced by children, and the impact of public opinion" (Baranowski, 2014, p. 101). 
 Of particular interest to the current study are the emotional responses clinicians may 
experience with their undocumented patients, and the impact these responses have on service 
provision. The current state of politics in the U.S. is unprecedented in many ways, and providers 
are also left with uncertainty about the future of healthcare legislation and the public resources 
that they and their patients may utilize.  One of the clinicians in Baranowski's (2018) study 
highlighted the structural challenges that practitioners face with undocumented Mexican clients 
and expressed frustration with "not being able to help the source of the bigger problems. You 
know? I mean, doing CBT to help a child cope, but not being able to forget (that her mother is 
being deported)" (p. 80). Another clinician in the same study spoke to feeling "alone" and 
"unsupported" while working in the conservative state of Texas (p. 80). Much work has been 
done to show the potential for vicarious traumatization among therapists who are exposed to the 
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traumas of their patients (McCann & Pearlman, 1990; Pearlman & Ian, 1995; Rothschild, 2006), 
and the danger of indirect trauma may be particularly salient at a time when clinicians 
themselves feel unsupported by government bodies on a local, state, or federal level.  
 Mental health providers are among are among a group of professionals who are at 
elevated risk of experiencing vicarious traumatization, or secondary traumatic stress, which 
refers to the exposure to the trauma experience of others (Molnar et al., 2017). Clinicians who 
work with traumatized clients can be exposed to graphic details of trauma, which can indirectly 
cause distress and traumatization in the provider (Sabin-Farrell & Turpin, 2003). A study 
examining self-reported vicarious trauma among 211 clinicians conducting asylum evaluations in 
the U.S. found that a majority of respondents (65%) denied having experienced vicarious trauma, 
but being female, being a mental health professional, and having performed a higher number of 
evaluations was associated with a higher likelihood of reporting vicarious trauma (Mishori, 
Mujawar, & Ravi, 2013). Another recent study (Mesa et al., 2020) used interviews with 28 health 
and social service providers to explore the rippling effects of anti-immigrant policies and rhetoric 
used by the Trump administration on health and social service providers in Michigan who 
predominantly served Latinx immigrants. Data collected between April and August of 2018 
found that participants’ experiences in providing services to immigrant clients was congruent 
with definitions of secondary trauma stress and compassion fatigue, and the distress that 
providers felt was exacerbated by an increased demand to meet clients’ needs, including assisting 
with legal paperwork and explaining or translating documents into English.  
 A recently published study interviewed seven bilingual counselors working at a shelter 
for unaccompanied immigrant children to explore their experiences providing mental health 
services to unaccompanied immigrant children and how they felt impacted by their clients 
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(Mendez, 2017). While themes around finding the work to be rewarding emerged from the 
interviews, the results of the study also highlighted experiences of burnout and susceptibility to 
risk factors that could lead to vicarious trauma. It is broadly known that many undocumented 
immigrants experience trauma before, during or after their arrival to the U.S., and mental health 
providers are exposed to the details of trauma and distress their clients share. It is therefore 
imperative to better understand the experiences of clinicians serving undocumented communities 
in order to preserve and promote their ability to provide high-quality care for their undocumented 
clients.  
2.4 Current Recommendations for Clinicians Serving Undocumented Communities 
 The last ten years have seen the creation of new models and recommendations for mental 
health practice with immigrants, such as the APA’s 2012 and 2013 reports offering 
recommendations for the provision of psychological services for immigrant populations 
(American Psychological Association, 2012; American Psychological Association, 2013). More 
specific to undocumented immigrants, the California Psychological Association (CPA) 
developed the first set of recommendations for mental health service provision with 
undocumented immigrants in 2018 (Hernandez et al., 2018). CPA’s list of recommendations 
highlights the “anti-immigrant rhetoric surrounding the presidential election” (Hernandez et al., 
2018, p. 1), and notes that the “hostile climate has likely heightened undocumented immigrants’ 
ever-present fear of deportation” (Hernandez et al., 2018, p. 2). Recommendations for mental 
health providers include recognizing the significant role providers play in educating clients, 
colleagues, and lay audiences with accurate information about immigrants, as well as language 
used in record keeping in order to protect clients against subpoenas (Hernandez et al., 2018). 
Additional guidance is offered by La Roche, Lowy, and Rivera (2017), who have 
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developed a list of ten psychotherapeutic recommendations to assist mental health providers 
treating young, undocumented Latinx clients. These recommendations include validating client’s 
experiences of injustice with the immigration system, inquiring about client’s immigration status 
after reassuring confidentiality, developing and rehearsing safety plans in the case of detainment 
or deportation, and learning about the family unit and its strengths. The National Latinx 
Psychological Association (NLPA) has also developed recommendations for mental health 
professionals working with unaccompanied asylum-seeking minors (Fernandez, Chavez-Duenas, 
& Consoli, 2015). 
Finally, guidance is offered by Cadenas, Campos, Minero, & Aguilar (2020), who 
delineate recommendations for mental health service provision to individuals who are protected 
by DACA.  The guide offers 10 steps for providers to improve their cultural responsiveness and 
clinical knowledge on supporting clients with DACA, such as “Learn the basics of immigration 
policy and stay attuned to changes” (p. 8) and “Integrate trauma-informed care and multicultural 
competence in your clinical style” (p. 11). All of these guidelines are valuable resources for 
clinicians, yet their references to the experiences of clinicians serving undocumented 
communities are limited to a handful of recommendations, such as highlighting the importance 
of self-care, peer support, and supervision. A large gap in the exists in the literature regarding the 
experiences and perspectives of clinicians as they take on the work of serving undocumented 
clients, which comes with a unique set of challenges. 
 In sum, previous research has demonstrated that undocumented immigrants from Latin 
America are a vulnerable population that are at high risk for psychological distress. This 
potential for distress is likely amplified as political leaders move forward with the 
implementation of policies that threaten undocumented immigrants with immediate deportation 
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and other punitive measures. A handful of studies have examined the experiences and strategies 
of mental health clinicians who treat undocumented immigrants, and one study in particular 
(Baranowski, 2018) has focused on the experiences of clinicians treating undocumented Mexican 
immigrants in the U.S./Mexico border area. Overall, however, there is a dearth of literature 
examining the experiences of clinicians treating undocumented immigrants, and this line of 
research has the potential to offer a more nuanced understanding of interventions that take into 
account immigration-based mental health issues as well as sociocultural factors that impact the 
mental health of undocumented immigrants from Latin America and the clinicians who serve 
them.  
Chapter 3: Method 
3.1 Rationale for Consensual Qualitative Research Design  
 The current study is an exploration into the experiences of mental health clinicians 
working with undocumented immigrants from Latin America during a time of heightened 
political change and uncertainty. Due to the dearth of research on mental health service provision 
to undocumented communities, a qualitative methodology has been chosen for this study. 
Mcleod (2011) described qualitative research as “doing one’s utmost to map and explore the 
meaning of an area of human experience” (p. ix), and ultimately to “develop an understanding of 
how the social world is constructed” (p. 3). Qualitative methods offer a useful way to explore 
complicated phenomena, such as inner experiences, as well as research on previously unexplored 
topics (Hill et al., 1997). Qualitative research is comprised of a variety of approaches that are 
“generally directed at providing an in-depth and interpreted understanding of the social world, by 
learning about people’s social and material circumstances, their experiences, perspectives and 
histories” (Ritchie, Lewis, Nicholls, & Ormoston, 2013, p. 23). 
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For the purposes of the current qualitative investigation, Consensual Qualitative Research 
(CQR) has been chosen as a guiding framework. CQR was developed by Clara E. Hill and 
colleagues (1997) as a qualitative method for studying phenomena as they naturally occur, 
allowing researchers to capture a "vivid, dense, and full description in the natural language of the 
phenomena under study" (Hill, Thompson, & Williams, 1997, p. 517; Miles & Huberman, 1994). 
Like other methods of qualitative research, CQR emphasizes an open-ended questioning style in 
order to "represent reality through the eyes of the participants" (Hill, Thompson, & Williams, 
1997, p. 520), and allows for an inductive process whereby findings emerge from the data, rather 
than approaching the data with an a priori structure or theory (Hill, Thompson, & Williams, 
1997).  
CQR draws on established qualitative approaches such as grounded theory, 
phenomenology, comprehensive process analysis, and feminist theory. CQR is predominantly 
constructivist in its philosophical stance, recognizing that people create their own reality and 
there are “multiple, equally valid, socially constructed versions of the truth” (Hill et al., 2005, p. 
4). In addition, the CQR framework maintains some of the scientific rigor found in quantitative 
methods, such as "consensus, replicability, and concrete procedural guidelines" (Ponterotto, 
2013, p. 585). CQR has been highlighted as being particularly useful for “studying events that 
are hidden from public view, are infrequent, occur at varying time periods, and have not been 
studied previously,” Hill et al., 2005, p. 23), all of which are applicable when conceptualizing the 
experiences of mental health providers as they offer services through and following a contentious 
presidential election.  
 CQR requires the following steps of data collection and analysis: 1) Developing research 
questions; 2. Conducting and transcribing interviews of participants of the study; 3. Developing 
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domains of inquiry and investigation that directly inform the study goals; 4. Constructing core 
ideas for each case within each domain; 5. Auditing of domains and core ideas for each case (i.e., 
revising the core themes as new information is gathered by direct interaction with the 
participants); 6. Cross-analysing by developing categories within domains across all cases; 7. 
Auditing of cross-analyses (Hill, 2015). CQR is a method that has been robustly used in 
psychotherapy research and is systematic, reliable and offers flexibility throughout the research 
process. For the purposes of the current study, CQR provides an effective framework for 
gathering the stories, lived experiences and impressions of mental health clinicians working with 
undocumented immigrants in the United States in the current political climate.  
3.2 Participants  
Eligible participants of this study included licensed psychologists, psychiatrists, social 
workers, and masters-level mental health counselors who had provided individual or group 
therapy services to undocumented immigrants of all ages from Latin America in the state of 
California for at least two years. Study participation was limited to clinicians who had fluency in 
English. Additionally, the type of psychotherapy and age of clientele was not incorporated into 
the inclusion or exclusion criteria for the current study. The data on all demographic variables 
collected on the study participants are displayed in Table 1.  
 The study sample consisted of 2 male and 13 female participants who work with 
undocumented immigrants from Latin America in California. Participants ranged in age from 28 
to 79 (M = 44.89, SD = 16.24). Participants identified as Latino/a (n = 7), White/European 
American (n = 7), or Asian/Asian American/Pacific Islander (n = 1). Most of the participants 
identified as middle class (n = 6) or lower middle class (n = 5), while four participants identified 
as upper middle class (n = 3) or working class (n = 1). The majority of the same lived in an urban 
 
 47 
area (primarily the San Francisco Bay Area, with a minority of participants residing in southern 
California). With regard to religious identification, a majority of participants identified as 
unaffiliated (n = 5), Buddhist (n = 4), or Catholic (n = 3) with the remaining participants 
identifying as Jewish (n = 1), Christian (n = 1), or Other: “Spiritually drawn to Eastern 
Philosophies” (n = 1). With regard to political identification, most of the participants identified 
as Democrat (n = 10) with the remaining participants identifying as Republican (n = 1), 
Independent (n = 1), Other: “Radical” (n = 1), Other: “Socialist” (n = 1), and Other: “No political 
identification” (n = 1).  
 Level of education included participants who had earned a Masters in Social Work (n = 
5), a Masters in Counseling (n = 3), an MA in Psychology with a focus on marriage and family 
therapy (n = 1), a Masters in Marriage and Family Therapy (n = 3), a PsyD (n = 1), and a PhD in 
Psychology (n = 2). With regard to years working in the mental health field, participant 
experience ranged from 3 to 43 years (M = 16.69, SD = 13.02). Participant experience working 
with undocumented immigrants from Latin America similarly ranged from 3 to 43 years (M = 
12.47, SD = 10.78). Participants reported working in one or more settings at the time of 
participation, including private practice (n = 9), community clinic (n = 4), hospital (n = 1), 
“county mental health” (n = 1), “school-based services” (n = 2), “elementary school” (n = 1), 
“high school wellness center” (n = 1), and Other: “nonprofit agency” (n = 1). All participants 
reported using English in their clinical practice (n = 15), and a vast majority of participants also 
reported speaking Spanish with clients (n = 14). In terms of the type of clinical services 
provided, participants reported offering psychodynamic therapy (n = 10), psychoanalysis (n = 1), 
cognitive behavioral therapy (n = 11), humanistic/existential therapy (n = 7), dialectical 
behavioral therapy (n = 4), and other: “psychological assessment” (n = 1), “family therapy” (n = 
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3), “narrative therapy, play therapy” (n = 1), “art therapy” (n = 2), “hypnotherapy, EMDR, IFS” 
(n = 1), “group therapy” (n = 1), “somatic, attachment” (n = 1), “mindfulness” (n = 3), “trauma-
informed therapy” (n = 2), and “relational psychotherapy” (n = 1).  
Table 1 
Participant Demographics (N = 15)  
 
                    n/mean       %/SD 
Age                44.8         15.7 
Gender 
 Female                13         86.7% 
 Male       2         13.3% 
Race/Ethnicity 
 White/European American    7         46.7% 
 Latino/a      7         46.7% 
 Asian/Asian American/Pacific Islander  1          6.7% 
Religious Identification 
 Unaffiliated      5         33.3% 
 Buddhist      4         26.7% 
 Catholic      3          20% 
 Christian      1         6.7% 
 Jewish       1         6.7% 
 Other       1         6.7% 
Political Identification 
 Democrat                10        66.7% 
 Republican      1         6.7% 
 Independent      1         6.7% 
 Socialist      1         6.7% 
 Radical      1         6.7% 
 None       1         6.7% 
Social Class Identification 
 Middle Class      6          40% 
 Lower Middle Class     5        33.3% 
 Upper Middle Class     3          20% 
 Working Class     1          6.7% 
Work Setting 
 Private Practice      9           60% 
 Community Clinic      4         26.7% 
 School-Based Services    4         26.7% 
 Hospital       1          6.7% 
 Nonprofit Agency     1          6.7% 




 During their interviews, some participants provided further information about themselves 
that was initially included in the analysis under the CQR domain “Clinician Characteristics,” 
such as their personal history with immigration and their work history. During the cross-analysis 
phase of CQR analysis, the research team decided to remove this information from the analysis 
because it did not directly relate to the study research questions and did not provide useful 
thematic information. In summary, six participants referenced personal or family history of 
migration and two participants stated that they had previously been undocumented.  
 In the first two phases of CQR analysis (domain development and construction of core 
ideas), “Client Descriptors” was a domain created by the research team to capture information 
participants offered on their undocumented clients, including age, sex, gender, time spent in the 
U.S., legal status, country of origin, and diagnosis, among others. During the cross-analysis 
phase of analysis, it was decided by the primary research team and with the auditor’s input that 
this domain should be eliminated as the content within the domain was more descriptive than 
thematic in nature, and was not directly related to the study’s research questions. The following 
paragraph contains the content previously held under the “Client Descriptors” domain and offers 
information provided by the study participants about their clients.  
 Nine participants reported that their therapy clients include Latinx children and families, 
and five participants reported that they work with Latinx adults. Eight participants spoke to the 
length of time clients had been in the U.S., with seven participants reporting their undocumented 
clients had been in the U.S. for many years and one participant who works in a school-based 
setting reporting that many of their clients came to the U.S. in middle school or high school. Two 
participants reported working with clients who have DACA status and one participant reported 
having many clients applying to receive a U Visa, T Visa, or asylum. Five participants reported 
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their client’s country of origin, including Mexico, Guatemala, El Salvador, Honduras, and Chile. 
Five participants reported working with mixed status families in which parents are 
undocumented and children have legal status. Participants reported a mix of bilingual Spanish- 
and English-speaking clients and monolingual Spanish-speaking clients, and three participants 
reported working with clients who speak Mam, a Mayan language spoken in Guatemala, as their 
primary or secondary language. Two participants specified that their Latinx clients are either 
low-income or fall in the low- to moderate-income bracket. With regard to diagnosis, 
participants reported seeing clients with depression, anxiety, attachment disorders, psychotic 
disorders, borderline personality disorder, and PTSD.  
3.3 Instruments 
Demographic Questionnaire 
 Participants were asked to complete an online demographic questionnaire (see Appendix 
B) prior to their participation in a phone interview. Participants were asked to identify their age, 
gender, racial/ethnic identification, highest level of completed education, religious identification, 
political identification, social class membership, current occupation, and the type of setting they 
work in. Additionally, participants were asked to identify the language(s) they use in clinical 
practice, the type of therapeutic services they provide (e.g., Psychodynamic Therapy, Cognitive 
Behavioral Therapy, etc.), the number of years they have worked in the mental health field, and 
the number of years they have been providing psychotherapy services to undocumented 
immigrants from Latin America.  
Interview Protocol 
 Participants were then asked to participate in a semi-structured interview held via 
telephone. The interview protocol was designed in accordance with principles of CQR 
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methodology (Hill, Thompson, & Williams, 1997) and was based on the research questions as 
well as existing CQR literature (Baranowski, 2014; Baranowski, 2018; Suzuki, 2018). The 
interview protocol used open-ended questions to invite participants to share their experiences 
providing mental health services to undocumented immigrants following shifts in the political 
climate in the U.S., and also incorporated standard probes to further explore emerging issues. A 
total of ten questions were posed to each participant eliciting information about the lives of their 
undocumented clients, the impact the 2016 election and following months had on the 
participant’s therapy work, the challenges participants faced as they served undocumented 
clients, the participant’s own wellbeing and their ability to provide care in the political climate of 
the time, and the resources available to undocumented individuals their area. The interview also 
asked participants about useful therapy strategies when providing services to undocumented 
clients and the factors they find to have the greatest impact on their client’s wellbeing. Approval 
of the interview protocol, the demographic questionnaire, and the consent form was obtained 
from the Teachers College IRB.  
3.4 Procedure 
Recruitment   
Qualitative research generally uses a small number of cases that are studied intensively in 
order to gain "a more in-depth examination of individual experiences" (Hill et al., 2005, p. 196) 
than is offered by quantitative methods. Hill and colleagues (1997) recommend a sample size of 
eight to fifteen participants in order to have findings that can be assessed for representing 
multiple people, versus a single individual. The current study aimed to recruit fifteen 
participants. The study used a consecutive sampling strategy in which every prospective 
participant who met study criteria was enrolled until the desired sample size was reached.   
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Information about the current study was posted on three listservs for professional 
networks for psychotherapy providers (NorCal-CBT Network, Alameda County Psych 
Association, Hispanic Neuropsychological Society) in the spring of 2018. The content posted on 
listservs included a brief description of the study, details regarding remuneration for 
participation, and contact information for the principal investigator. Additionally, information 
about the current study was e-mailed to clinicians in private practice in the state of California 
through the PI’s professional network. Clinicians who were interested in participating in the 
study were requested to contact the study PI to receive further information and schedule an 
interview. Snowball sampling was used to further bolster recruitment. 21 people responded to 
convey their interest in participating in the qualitative study. Of these prospective participants, 
15 completed the consent process, confidential online questionnaire, and telephone interview. 
The remainder of prospective participants either did not meet inclusion criteria or did not 
respond to follow-up communication. Of the final 15 participants, 13 responded to listserv posts 
and two were referred by other participants. Once initial contact was made with each participant, 
a phone interview was scheduled and the participant was sent a copy of the informed consent 
document (Appendix E) to be returned by the date of the interview. 
Confidentiality and Informed Consent 
 Prior to the start of the interview, participants were informed of the purpose of the study, 
risks and benefits of their participation in the study, the voluntary nature of participation, and the 
use of audio recording during telephone calls both verbally and through a written informed 
consent document. Participants were also asked to contact the PI if they had additional questions 
following the interview. Participants were informed that the information collected during the 
study would be de-identified and participant names replaced with an ID number, and that all 
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audio recordings would be deleted immediately following transcription.  Participants were also 
told that all hard copies of signed consent forms would be stored in a securely locked cabinet in 
the PI’s home office and all electronic study information would be kept on a password protected 
hard drive. Participants were informed that they would not be asked to provide any identifying 
information on their clients, and any reference to the names of their places of work would not be 
included in the study transcripts. Participants were given ample time to ask questions or request 
further clarification on all aspects of the study prior to signing and returning the informed 
consent document to the principal investigator.  Participants were compensated for their time 
with the choice of a $50 Amazon e-gift card or a $50 Visa gift card sent by mail.   
Data Collection 
Interviews were conducted between the dates of April 8th, 2018 and May 30th, 2018. The 
duration of interviews ranged from 30 minutes to one hour, with most interviews lasting 
approximately 45 minutes. All interviews were conducted via audio-recorded telephone 
conversations. Telephone interviews have been described by Hill and colleagues (1997) as more 
logistically convenient than face-to-face interviews, and more importantly, offer a greater sense 
of privacy and confidentiality for participants who feel embarrassed or do not wish to be 
identified. All phone interviews were conducted by the PI, an advanced doctoral student in 
clinical psychology. A single interviewer was used in order to ensure some consistency across 
interviews (Hill, Thompson, & Williams, 1997). Participants were instructed to sit in a private, 
quiet room during the audio-recorded phone interview to ensure confidentiality. The PI was 
similarly seated in a quiet, private room. The phone interviews were audio-recorded, transcribed 
verbatim and checked by the study PI. Identifying information such as proper names and places 
that identified the participants was deleted. Transcribed interviews were then emailed to 
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participants in order for them to read through the interview and see if they had any corrections or 
clarifications to offer (Hill, Thompson, & Williams, 1997). These "member checks" can 
strengthen the data collected (Lincoln & Guba, 1985). None of the participants responded to the 
transcribed interviews with additional feedback. 
In order to contextualize the data provided by the participants, a brief description will be 
offered of the events that were occurring in the U.S. during April and May of 2018, as is relevant 
to immigration policy and the various headlines appearing in the media that may have influenced 
study participants. The Trump administration officially rescinded the DACA program in March 
of 2018, and a federal judge ruled in mid-April of 2018 to maintain the protections offered by the 
DACA program and resume accepting new applications; this ruling was the third in preceding 
months against the Trump administrations attempt to end the DACA program (Jordan, 2018). On 
April 6th, 2018, Attorney General Jeff Sessions announced the implementation of the Trump 
administration’s “zero-tolerance policy” toward all people attempting to enter the U.S. without 
inspection (Department of Justice, 2018), which was justified as an effort to preserve rule of law 
in the U.S. 
In May of 2018, a caravan of migrants, primarily women and children fleeing violence in 
Central America, asked for asylum at the U.S.-Mexico border (Shoichet, 2018). In response, 
President Trump tweeted that the caravan of migrants should not be allowed to enter the U.S. and 
Vice President Pence called the caravan “a deliberate attempt to undermine the laws of this 
country and the sovereignty of the United States,” sparking an effort to stop future groups from 
entering (Shah, Yan, and Park, 2018). In early May, The Trump administration announced it 
would be ending temporary protected status for nearly 90,000 Hondurans who had been living in 
the U.S. legally for decades, since Hurricane Mitch struck Honduras in 1998 (Kopan, 2018). 
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Also in early May, the Trump administration enacted a policy to refer every person attempting to 
cross the border without inspection for federal prosecution, which was the same policy that led to 
many parents being separated from their children at the border (Kopan, 2018). This policy was 
tied in the media to an admission made by an official within the Department of Health and 
Human Services in late April that the federal government couldn’t account for nearly 1,500 
unaccompanied migrant children placed in the homes of sponsors by the federal government 
(Andone, 2018), creating a sentiment among the general public that the government was having 
difficulty keeping track of and protecting immigrant children (Shoichet, 2018).  
In mid-May of 2018, Trump responded to a question about immigrants with a criminal 
history by saying “We have people coming into this country, or trying to come in. You wouldn’t 
believe how bad these people are. These aren’t people. These are animals” (Shoichet, 2018). 
These remarks drew waves of criticism from Democrats and immigration activists for 
dehumanizing all immigrants as the Trump administration continued to implement strict 
immigration policies. Other events in the media in May that were making headlines and causing 
concern for Latinx communities and their allies included lawyer threatening to call ICE after 
hearing people speak Spanish at a restaurant and a Border Patrol agent questioning a U.S. citizen 
after she was heard speaking Spanish in a store (Shoichet, 2018).  
3.5 Research Team 
CQR highlights the importance of having "several judges throughout the data analysis 
process to foster multiple perspectives" (Hill et al., 2005, p. 196) and to reach a point of 
consensus. The purpose of assembling a team of multiple researchers is to foster the contribution 
of a variety of opinions for each decision, in order to reach a point of consensus that all 
individuals agree to through a process that "relies on mutual respect, equal involvement, and 
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shared power" (Hill, Thompson, & Williams, 1997, p. 523). Following CQR methodology, a 
team of three to five researchers was assembled in order to reach consensus on each decision 
throughout the research process. The principal investigator, a white, Ukraine-born, American, 
Jewish, married, heterosexual, cis-gender, Democrat, upper-middle-class doctoral student in 
clinical psychology, conducted the recruitment of participants, data collection, and data 
transcription. The remainder of the research team was comprised of three individuals who 
expressed interest in the research topic and had an existing background in research methods. The 
three additional team members were involved in all stages of data analysis and identified as: a 
female masters-level student in clinical psychology who identifies as South Indian and politically 
liberal; a bachelors-level male who identifies as multiracial with a Filipino-Portuguese ethnic 
background and is a registered Democrat; and a bachelors-level female who identifies as 
Filipina-American and is a registered Democrat. Both bachelors-level team members worked 
full-time as research assistants at a mental health agency at the time of analysis.  
Hill and colleagues (1997) also emphasize the importance of a qualified auditor who is 
attentive to detail. The role of the auditor is to review and provide feedback on the analysis 
conducted by the primary team to ensure that no important information has been overlooked. 
Additionally, the auditor provides a different perspective and thus helps to keep the team on 
track (Hill, Thompson, & Williams, 1997). The auditor for the current study is a biracial (Asian 
and white) clinical psychologist who completed a dissertation using CQR methodology, and is 
therefore well-versed in its framework and principles.  
Prior to engaging the team with data analysis, the principal investigator provided a 
thorough training on CQR methodology and facilitated discussion about the identities and biases 
of each team member, following Hill and colleagues (1997, 2005) proposition that researcher 
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biases are unavoidable, and as a result, should be thoroughly discussed in order to not 
inappropriately influence results. The entire team described themselves as disapproving of the 
Trump administration as well as its policies related to immigration and discussed our left-leaning 
positions as a point of potential bias. Similarly, the team discussed assumptions about the 
psychological distress undocumented communities were likely experiencing as the restrictive 
policies of the Trump administration were described in the media and implemented. In addition 
to discussing political affiliations, beliefs about immigration policy, and values around mental 
health service provision, each team member shared what they hoped to gain from their 
involvement in the current study. Team member goals included wanting more experience with 
qualitative research, taking ownership over the research process, exploring personal interest in a 
future research career, and participating in work that explores a connection to undocumented 
populations. 
3.6 Researcher Worldview 
   Hill et al. (1997, 2005) encourage researchers using a CQR framework to report potential 
biases, including values and beliefs about the topic at hand, so that readers can evaluate the 
findings with a fuller understanding of the author’s perspective. Keeping this suggestion in mind, 
I report my personal experiences that shape my views on immigration and access to healthcare 
here. My family and I came to the U.S. as refugees when I was a young child. We were given the 
opportunity to flee religious persecution in my native country of Ukraine, and to build a new and 
prosperous life in the U.S. I grew up hearing countless stories of the challenges my family faced 
as they navigated life in the Soviet Union with few resources. I was too young to remember my 
childhood in Ukraine and the process of leaving our home to travel to a new one, but my family 
history affords me a personal connection to the stories and people who leave their homes in 
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search of safety and prosperity. 
   My family and I were part of a large wave of Jews who came from the former 
Soviet Union in the late 1980’s, as Mikhail Gorbachev lifted restrictions on emigration 
and many Soviet Jews decided to move to the United States. In order to receive an exit 
visa, my family was required to give up Soviet citizenship as well as many of our 
belongings. The U.S. government stopped treating Soviet Jews as refugees in 1989, the 
same year my family and I move to the United States and benefitted from this policy. My 
family had the same hopes and aspirations as so many families wanting to build a better 
life, and our success was founded in the support we received from the policies and 
communities that welcomed us. I feel deep frustration and sadness for people who are 
fleeing persecution or violence and are rejected upon entry into the U.S. due to the 
circumstance and politics of the time. 
   My master’s studies in global public health were my introduction to the intersections 
between health and poverty, war, humanitarian crisis, and the various events that can fuel mass 
migrations. I learned about the many barriers that can prevent people from accessing health 
services, regardless of desire or motivation, such as cost, distance, and lack of transportation. My 
studies provided me with an in-depth look at the many social determinants of health, such as 
socioeconomic status, education, and social support networks, and I often spent time reflecting 
on the position of privilege and access my family was able to obtain in comparison to so many 
families living in a different country just twenty miles south of my family home in southern 
California. I believe that access to mental and physical healthcare should be a basic right, and not 
just a luxury for those who have the resources or status to obtain it. My hope is that this research 
will contribute to the knowledge base around the unique challenges and stressors faced by 
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undocumented immigrants from Latin America, as well as strategies for engaging this population 
with effective and culturally appropriate mental health services. 
3.7 Data Analysis 
 Data analysis followed the model offered by Hill and colleagues (1997, 2005) and took 
place in three phases: coding into domains (i.e., topic areas), abstracting core ideas, and cross-
analyses between the content developed for all participants.  
Domain Development 
The initial phase of domain creation involved listing potential domains that were derived 
from review of each transcript. Domains can be thought of as meaningful and unique topic areas 
and are used to “group or cluster information or data about similar topics” (Hill, Thompson, & 
Williams, 1997). An initial “start list” of domains was developed based on the interview protocol 
in order to provide a framework for managing the data. The initial start listed included the 
following domains: “Client demographics,” “Impact of 2016 election,” “Challenges in provision 
of psychotherapy,” “Themes in psychotherapy,” “Factors detrimental to mental health of 
clients,” “Protective factors in mental health of clients,” “Clinician wellbeing in response to 
working with undocumented clients,” “Clinician’s political/social identity,” “Resources available 
to UI clients,” “Useful therapy strategies for UI clients,” “Other,” and “Junk.” The creation of a 
final domain list was an iterative process in which the team reviewed and altered the domain list 
repeatedly as new domains emerged, minimally utilized domains were deleted, and the wording 
of domains was altered to achieve the best “fit” for the data.  
For the first five transcripts, each team member independently read through each 
transcript and assigned information to domains, and the team subsequently assembled to discuss 
each code and reach consensus. The purpose of the group discussions was to develop the best 
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possible coding of the data, in which all of the interview text is placed into the most appropriate 
domain (Hill, Thompson, & Williams, 1997). After the first five transcripts were coded, clear 
distinctions between domains were made and the remaining transcripts were coded and discussed 
to consensus by pairs of two team members and reviewed the remainder of the team, as 
suggested by Hill et al. (1997; 2005) to reduce the repetition involved in this task. All of the data 
in each transcript was placed in at least one domain, with some data double coded such that the 
same sentences were put into multiple domains. A consensus version was created for each 
transcript, and this document contained all of the domain titles and raw data (excerpts from the 
interview) for each domain.  The study auditor reviewed and provided feedback on two separate 
coded transcripts, and each comment from the auditor was discussed by the team and either 
rejected or incorporated into the development of the consensus version of the transcript and the 
final domain list.  
At this stage in the analysis, much of the auditor’s feedback revolved around 
disambiguation between the domains related to challenges in the provision of psychotherapy, 
themes in psychotherapy, and factors detrimental to the mental health of clients, as there was 
frequent overlap between these domains as they were originally defined. The auditor also 
encouraged the development of a domain that would be able to directly answer the principal 
question of whether participants felt their clinical work was impacted by the election, and in 
what manner, which led to the creation of the final domain entitled “Impact of Election on 
Psychotherapy.” Additionally, the auditor encouraged the team to remove domains which held 
information that was more descriptive in nature, such as “Client demographics” and “Clinician 
characteristics,” and instead include a description of this content in the paper itself.  
Constructing Core Ideas 
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The second phase of analysis involved summarizing the data into core ideas in order to 
convey the essence of what the participant said in fewer words (Hill, Thompson, & Williams, 
1997). Each team member reviewed all of the data that fell under each domain and summarized 
the participant’s words into core ideas, sticking close to the words of the participant and making 
as few inferences as possible. For example, a core idea from the domain “Therapy Strategies for 
UI clients” was “Therapy strategies included highlighting the role and limits of confidentiality, 
offering resources for asylum seekers to promote connection and trust, and relationship building 
with clients and their families.” After team members independently produced core summaries for 
each domain, the entire team met to discuss their thoughts and reach consensus on one summary 
that most accurately and concisely captured the data.  
Once the team came to a consensus about the core ideas for each domain of the first two 
cases, these cases were sent to the auditor for review. The auditor’s role at this point was to 
ensure that all of the important material in the domain had been included in the summary, and 
that the wording of the core ideas was concise and representative of the raw data (Hill, 
Thompson, & Williams, 1997). The auditor provided detailed comments for the first two cases, 
which were individually discussed by the entire team and either accepted and incorporated into 
the consensus core ideas or rejected. The auditor’s feedback included encouragement to include 
more details in the summaries and increase usage of the participant’s own words, particularly 
phrases that felt evocative. For example, rather than summarizing the participant’s words by 
saying they “expressed gratefulness,” the auditor encouraged the team to use the participants 
words of feeling “lucky and privileged” and “counting their blessings.” The auditor also 
highlighted content that was not included in the team’s summary yet seemed meaningful, such as 
noting that a summary within a domain related to the resources offered to undocumented clients 
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contained information about the resources that were available, but missed the participant’s 
statement about unavailable resources, such as their school site not having an ESL program to 
support undocumented students.  
Conducting Cross-Analysis 
 In the final phase of the analysis, the research team met to look at the core ideas 
developed across cases and identify similarities among the cases. All of the core ideas for each 
domain across cases were compiled into one document, and the team examined the core ideas to 
determine how they cluster into categories. The categories were developed using an inductive 
approach whereby category titles are "derived from the data rather than from any preconceived 
ideas or theories" (Hill, Thompson, & Williams, 1997, p. 550), and category creation was a 
creative process for the team as they developed words to best capture the phenomenon they 
observed. Sub-categories were developed within larger domains in order to more adequately 
describe the data (Hill, 2015). Team members created categories for core ideas independently, 
and met to discuss their ideas for each domain to reach consensus as a group. After categories 
had been established, the primary team examined whether each category applied to all, a 
majority, or less than half of the study cases in order to evaluate representativeness to the sample. 
 Once a draft of the cross-analysis was complete, the findings were sent to the auditor to 
assess whether each category label captured the essence of the core ideas, and if core ideas had 
been categorized correctly. The auditor offered detailed feedback on the wording and 
conceptualization of categories, made suggestions for the deletion or alteration of several 
domains, and suggested alternative ways to organize the data for ease of readability. For 
example, the auditor made suggestions to choose wording that was more specific and better 
captured the data, such as changing the category “Issues with emotion regulation” to “challenges 
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maintaining clinical/professional role” when considering the clinician’s responses to working 
with undocumented clients. The auditor also requested further clarification between the domains 
of “Themes in clinical work with UIs” and “Factors affecting mental health of clients,” which 
were further differentiated and later broken down into the following three domains: “Themes in 
Clinical Work,” Client Mental Health: Risk Factors,” and “Client Mental Health: Protective 
Factors.” The auditor’s feedback was given in written format for the research team to discuss and 
consider the changes suggested by the auditor before returning the cross-analysis to the auditor 
for further review. Revisions to the cross-analysis were submitted to the auditor twice prior to 
completion ensure that the findings “elegantly and faithfully represented the data” (Hill et al., 
2005, p.17). 
 Overall, any conflicts in consensus among team members were resolved through 
discussion, with each perspective respectfully listened to. All team members were encouraged to 
share opinions throughout the process, and care was taken by the PI to not dominate discussions 
but rather remain a member of an egalitarian group. When the group was not able to arrive at a 
reasonable conclusion for any given problem, such as deciding on wording for a category or how 
best to differentiate between two domains, the auditor was consulted and the feedback was 
discussed by the group until consensus was reached. Following the initial stage of domain 
development and coding, the PI noted that there was more overall agreement and ease with 
reaching agreement than had been expected from the outset. As Hill et al. (1997) note, too much 
agreement may be representative of “the team members getting passive and just giving in to 
avoid conflict” (p. 524). The team discussed this concern and felt they had not been taking a 
passive or avoidant stance at any point, but rather the agreement may have been representative of 
the team’s general similarity in worldview as well as the easier nature of the tasks at hand during 
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the first half of analysis (as compared to the construction of core ideas and development of 
category names). The conversation did highlight the importance of each team member being 
vocal about their thoughts and opinions, and concerns about too much agreement among team 
members did not persist in the remaining stages of analysis.  
Chapter 4: Results 
 The following section highlights the results of data analysis, which yielded a total of nine 
domains with a range of three to ten categories characterizing each domain. The findings along 
with frequency labels are summarized in Table 2. Frequency labels were developed using the 
recommendations offered by Hill and colleagues (1997, 2005) in order to describe how common 
the experiences listed in each category were among the 15 research participants. Frequency 
labels are recommended by Hill et al. (2005) instead of reporting frequencies or percentages to 
allow for “comparison across studies and provide a common metric for communicating results” 
(p. 16). Frequency labels have been applied to each category in the following manner: Categories 
that apply to all or nearly all cases (14 or 15 cases) are considered to be General; categories that 
apply to half or more of the cases (eight to 13 cases) are considered to be Typical; categories that 
apply to three to just less than half of the cases (three to seven cases) are considered to be 
Variant; and categories that apply to only one or two cases are considered Rare and are not 
included in the table because they are not considered to be descriptive of the sample. The results 
are organized by domain and category with category names presented in italicized text. As 
recommended by Hill et al. (1997), quotes are presented from the raw data in order to bring the 
participants’ experiences to life for the reader.  Hill et al. (2005) also note the large amount of 
data in qualitative studies and recommend a rich description of General and Typical categories in 
the text while leaving Variant categories in the table. The results of this study will include 
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variant categories in the write-up below, but will add supporting quotes from the raw data only 
when they are of special interest. 
Table 2 
 
Cross-Analysis: Clinician Perceptions of Working with Undocumented Immigrants from Latin 
America in California 
 
Domains    Categories         Frequency  
1. Impact of Election on  
Psychotherapy 
 Election had an effect on clinical work                       General 
 Increase in client’s mental health              Typical 
symptoms/distress 
Increase in client’s applications for legal status           Variant 
Increase in referrals               Variant 
No change in referrals               Variant 
2. Themes in Clinical Work 
Clients live with psychological distress                       General 
Family separation               General 
Clients experience discrimination/racism            Typical 
Distrust for institutions                         Typical 
Isolating behavior              Variant 
     Anticipation of reprisal due to status            Variant  
 Uncertainty about the future              Typical 
Challenges in the child-caregiver relationship            Typical 
Feelings of disconnection from native country            Variant 
Clinicians are asked to support immigration             Variant 
proceedings 
3. Client Mental Health: 
Risk Factors 
 Low SES                General 
Threat of deportation               Typical 
Trauma history                           Typical 
Lack of institutional protection                        Typical 
Media consumption               Variant 
4. Client Mental Health: 
Protective Factors 
 Social and community networks             General 
Inherent hope and resiliency              Typical 
Ability to speak English                        Variant 
Living in California               Variant 
Access to therapy               Variant 
5. Perceived Limitations, 
Challenges and Obstacles 
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Working with UIs 
 Barriers to accessing resources                         Typical 
Community resources are scarce/fraught      Typical 
 Therapy outcomes/engagement negatively                  Typical 
 affected by client’s financial instability 
Concerns about client’s safety              Typical 
Challenges with school-based intervention            Typical 
Uncertainty of political climate                        Variant  
Cultural differences                     Variant 
Program/treatment limitations                         Variant 
Clients are unfamiliar/wary of therapy             Variant 
6. Clinician Response to 
Working with UI Clients 
 Experiences work as stressful                     Typical 
 Motivation to protect and serve clients             Typical 
 Challenges maintaining clinical/professional role        Typical 
 Need for peer support               Variant 
 Need for self-care               Variant 
 Sense of powerlessness               Variant 
 Appreciating a position of privilege             Variant 
 Empathy for clients               Variant 
 Involvement in activism/advocacy outside of work     Variant 
7. Clinician Response to  
Political Climate/Election 
 Negative emotional responses              Typical 
 Compromised ability to provide services            Variant 
 Optimism for the future               Variant 
8. Non-UI Community 
Reactions Following  
Election 
 Support for UIs                Typical 
 Increased political engagement and awareness            Variant 
 Expressions of racial discrimination             Variant 
 Distress about results of election             Variant 
9. Therapy Strategies for 
UI Clients 
 Disseminating information regarding rights             Typical 
 and resources 
 Family interventions                Typical 
 Psychoeducation               Typical 
 CBT                Typical 
 Group therapy                Variant 
 Trauma interventions               Variant 
 Normalizing stressors               Variant 
 Strengths-based approach                 Variant 
 Cultural competency/sensitivity             Variant 
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 Planning in the event of detainment/deportation          Variant 
 
Note. N=15. General = category applied to 14 or more cases; Typical = category applied to 8-13 
cases; Variant = category applied to 3-7 cases. Rare categories (represented by fewer than 3 
cases) excluded from table.  
 
 
4.1 Typical Case Narrative 
 Hill et al. (2005) recommend combining results across cases to provide an illustration of 
an average participant for the purpose of integrating and providing a rich picture of the results. 
The typical clinician in this study sample is based in California and works with undocumented 
immigrants from Latin America in a community clinic, private practice, or school-based setting. 
They identify as female and belong to the Democratic party.  They have been serving 
undocumented clients for at least three years and provide individual therapy services in the 
Spanish language. The clinician perceives their work with undocumented clients to have been 
impacted by the 2016 presidential election and the political climate of the time, with a visible 
increase in client’s mental health symptoms and distress directly linked to the outcome of the 
election. Their client’s encounter a number of stressors on a regular basis that cause 
psychological distress, including financial instability, the consistent threat of deportation, fearing 
separation from immediate family members, and feeling unprotected by the institutions around 
them. Clients benefit greatly from their social and community networks, including family and 
church-based support, and while most clients have a history of trauma, the clinician perceives 
their undocumented clients to possess resiliency and the ability to maintain hope. The clinician 
reports a number of challenges to serving undocumented clients, including a dearth of referral 
sites in order to link clients to resources, an inability to ensure their client’s safety, difficulty 
gaining their client’s trust, and inconsistent engagement due to client’s financial pressures. With 
regard to the clinician’s own wellbeing, the clinician experienced a range of negative emotions 
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when presented with the results of the 2016 election and experienced some degree of difficulty in 
maintaining their clinical role in therapy while also navigating their own emotional responses. 
The clinician finds the process of serving undocumented people to be stressful, yet feels a strong 
sense of motivation to protect their clients and experienced a renewed sense of enthusiasm for 
their work as a result of the election.  
4.2 Domain 1: Impact of Election on Psychotherapy 
 The first domain emerged from participants’ responses to the question of whether the 
2016 election and the months that followed affected their work with undocumented immigrants. 
These responses fell into one general, one typical, and three variant categories. The general 
theme was that the election had an effect on clinical work, meaning that 14 out of 15 participants 
stated that the election had impacted some aspect of treatment with undocumented clients. Most 
of the participants described an increase in anxiety and worry among their undocumented clients 
surrounding the election and political climate of the time. One clinician stated: 
   There was a period of time from when he won the election to the inauguration that there 
was such a high level of stress and disorientation here, both on staff and then what we 
were seeing from clients. A lot of no-shows from people that are undocumented. Like 
people were afraid to come out of their house and to access services and to engage with 
anything that would put them on the record as being a human living in this country if they 
didn’t have documents. And also I would say almost all of the clients that came in would 
talk about this to some extent, of feeling fear and worry and I had so many clients that 
were coming in that would speak about being deported in a different way than they had 
previously. It felt much more real and realistic thing that could happen. Like people 
wanting to draw up plans for their children were they to be deported. Like specific 
custody and otherwise plans for their kids because they felt like that could happen at any 
time.  
 
Another clinician elaborated: 
 
   When I’m asking the family to locate where problems began or where they 
 intensified, it’s pretty commonly somewhere in 2016. So not to draw too strong of 
 a correlation without evidence, but I suppose the way it’s affected is people seem to be  




 It was also typical for participants to report an increase in client’s mental health 
symptoms/distress, with 13 participants describing distress in their clients directly linked to the 
2016 election. One clinician described “an increase in mental health symptoms that were related 
to all that fear. More depressive symptoms, a lot more anxiety, PTSD was triggered.” While 
most participants described new fears and concerns among their undocumented clients, several 
other participants described an exacerbation of symptoms. One clinician articulated that there 
was fear, depression and anxiety present in their clients before the 2016 election but these 
symptoms had all been exacerbated by recent changes to immigration policy. Another clinician 
shared that they believe the election led to undocumented clients presenting with “greater 
distress and more significant functional impairment,” including worsening academic 
performance in children who had been previously doing well academically, with kids “struggling 
to the extent that folks are wondering if a learning disability diagnosis is appropriate.”  
 In line with this observation, most of the participants who described an increase in 
distress linked to the results of the 2016 election also reported seeing distress in children. Much 
of the distress observed in child clients focused on the fear associated with the potential 
deportation of parents. As one clinician remarked: 
   It has increased anxiety in kids and their parents to sort of see the fallout of the election 
and hear the news and have the news in the background frequently at the house, which is 
reporting clamping down on undocumented immigrants and raids and increased 
deportations and people showing up at schools. ICE showing up at schools and streets 
and stores and things like that. So the primary way I’ve seen it manifest is both kids are 
more anxious about their parents being deported and the parents are more anxious about 
themselves being deported.  
 
Another participant described students with DACA status experiencing a “spike in anxiety” and 
“a lot of fear coming through” when Trump discussed ending the DACA program. It was noted 
by another participant that some of their school-age clients “didn’t even know they were 
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undocumented” until the election occurred, and they were “really upset” to learn this 
information. 
 A variant number of clinicians responded that the election directly resulted in (a) an 
increase in client’s applications for legal status, (b) an increase in referrals for services, and (c) 
no change in referrals. As one participant explained: 
   All of a sudden I get a lot of referrals for evaluations. A lot of my clients are applying 
to get a U visa or asylum or one of them I think is applying for the T visa. So they’re 
trying to establish, I mean they’re trying to get documents to be able to remain in the 
country. And before, obviously it was something they were thinking but not so much as it 
is now because of the political climate. So a lot of the times they have asked me for either 
a letter or a psychological evaluation, including the case. So that has been some of my 
clients, but a lot of the people that I get also is just referred from other people, like 
attorneys and just for a psych evaluation. 
 
4.3 Domain 2: Themes in Clinical Work 
 The second domain reflects participants’ responses to the question of issues or themes 
that presented themselves in therapy with undocumented clients in the months preceding the 
interview. Of the eight categories that were created, two were general, four were typical, two 
were variant, and two additional variant subcategories were created to offer a deeper explanation 
of the data. All 15 participants reported that their clients live with psychological distress, with 
descriptions of clients experiencing fear, anxiety, depression, hypervigilance, and a sense of 
powerlessness.  As one participant said, “There’s a lot of fear about coming in to school and a lot 
of people don’t know where they’re not safe, and so there’s just a general sense of absolute fear.” 
Another clinician reported that the election has led to the following distress amongst clients: 
   It has raised anxiety and sleepless nights and they’re fearful with their families 
together, so I think that when the anxiety is that contagious and festering within their 
household, then it’s harder to prioritize doing your homework. It’s harder to prioritize 
taking care of a bunch of other things they probably would with self-care. Balancing 
sleep. Being nervous about that and being vigilant about like, if there’s some patrol car in 
the parking lot, like why are they are here? It just creates… it’s a rut, it’s a lot of 
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vigilance and anxiety and worry and then it pecks away at their self-esteem and feeling 
that they’re less than, like second class citizens. 
 
Yet another clinician described the hypervigilance her clients experience by sharing details of a 
young client whose mother is “too hard on her” because the mother “prepares for the worst all 
the time” and wants her daughter to “have the skills to survive” in the event of the mother’s 
deportation. One clinician described the “uptick” in depression among child clients as a result of 
“the community being so stressed,” with suicidality and self-harm described as “raging problems 
right now, especially with teenage girls.” 
 All 15 participants also shared that their clients described various aspects of family 
separation in therapy, whether it be concern over the potential for a future separation or the 
repercussions of a previous family separation. One clinician described mothers seeking services 
for their child because “their children suddenly can’t eat, can’t sleep, and are terrified their father 
or mother will be deported, or their father has been deported and the kids are beside themselves.” 
Another clinician highlighted family as one of the “biggest values in the Latino culture,” and 
family separation therefore came up as a major theme in therapy. Several participants discussed 
the dynamics resulting from mixed status within families, with one clinician describing the 
“feelings of guilt” documented clients carry for their own security, including those who “came 
undocumented and are now documented and feel like they’ve dodged a bullet.”  Simultaneously, 
these clients “worry about their friends, siblings, parents, or people they know that do not yet 
have their papers.” One participant described a situation in which documented children are 
forced to travel without their undocumented parents to visit relatives in their native country, such 
a five-year-old client who was “put on a plane by herself to Guatemala and found the experience 
to be traumatic.” Another aspect of family separation described by participants was the grief 
undocumented clients feel over not being able to visit their family in their home country and the 
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danger of relying on coyotes to travel back across the border for those who do risk a visit out of 
the U.S. One participant shared: 
   So there’s a lot of grief and loss counseling in this too, because they’re grieving leaving 
their country, they’re grieving leaving family members that they don’t know if they’re 
ever going to see again because they can’t travel back because they’re undocumented. 
They’re leaving family members, grandparents for example, that have health issues and 
might die and they’ll never see them again.  
 
It was typical for clinicians to report that their clients experience discrimination or 
racism; as one participant noted, their clients are “dealing with racism” and are seen as a “threat” 
by authority figures, such as police officers, due to the color of their skin. As one participant 
elaborated: 
   Seeing that the president expresses himself very out there and has said many racist 
comments, and many degrading comments as well. Some of my clients really have had a 
hard time just even kind of thinking he could be a president and he could be expressing 
himself like that publicly. So this idea that if the president does it, it kind of makes it OK 
for other people to do it and for other people to attack or even say those kinds of 
comments towards people that don’t have documents. So there’s this sense that now, 
even my neighbor can think like that or even say those things and that’s kind of OK for 
people to say. 
 
 It was also typical for clients to experience distrust for institutions around them, such as 
healthcare systems, schools, police, and child protective services. One clinician described clients 
“not wanting to report either someone sexually harassing them or any kind of assault because 
they are undocumented” and therefore “wouldn’t get any justice.” Another clinician described 
parents as being “distrustful of the education system that their child is in” and have fears of ICE 
being contacted if they advocate for their children. This sense of distrust was further broken 
down into two variant themes: Isolating behavior amongst undocumented clients and 
anticipation of reprisal due to undocumented status. Immediately following the election, one 
participant described clients as “afraid to come out of their house and to access services and to 
engage with anything that would put them on the record as being a human living in this country 
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if they didn’t have documents.” Another clinician stated that “it’s really common to hear we 
really don’t trust anybody but we have our family” from clients. The degree of isolating behavior 
clinicians reported seeing in their clients varied, and one school-based clinician notes: 
   I’ve just noticed that with families that are new to my caseload and who I haven’t been 
working with before the election are not as involved. They just aren’t really interested in 
participating. They don’t really feel I think as comfortable coming to this school because 
not everyone understands that the school is not, like we don’t report status. They don’t 
know that it’s a safe environment and so there’s just a little more withdrawal, I’ve 
noticed. There’s not as many families participating at the school as well. 
 
 It was typical for clinicians to report that their clients experience a sense of uncertainty 
about the future. Participants reported their clients sharing distress around the constant change to 
immigration policy and the possibility of new restrictions, difficulty planning for long-term goals 
in their personal and professional lives, and a consistent fear of apprehension and deportation. 
One participant reported holding “a lot of sessions with a lot of tears about the uncertainty of the 
future” for both parents and kids. Another clinician commented: 
   A client of mine is a DACA recipient and all of that is so uncertain and people really 
don’t know what’s going to happen with it. And finding out that she doesn’t have our 
state insurance but then can’t apply for Obamacare or Covered California because she’s a 
DACA recipient. There’s just those kind of weird things that have been around for a 
while, but it feels more heightened now with the uncertainty around what people should 
do around their status. Like do they reapply, do they wait, do they let it expire, do they 
not go on the record anymore because being on the books means they could be deported. 
But I think that ongoing fear of what undocumented immigrants deal with all the time in 
terms of like, they don’t have a driver's license, should they be driving? Those questions 
and kind of old wounds of trauma in the past that continue to come up as things come up 
in the news. There’s more fear and uncertainty. 
 
Finally, it was typical for clinicians to discuss their perceptions of challenges in the child-
caregiver relationship, including feelings of resentment and blame that arise in children toward 
their parents for their absence during long separations, with parents also exhibiting feelings of 
guilt for leaving their children. One participant described dynamics where “the parents came first 
and didn’t raise [the children], and they’re resentful that they weren’t around and the parents are 
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confused why their teenagers aren’t listening to them when they barely know each other.” 
Another participant described the “anger and fear of abandonment” child clients faced when their 
parents left, and the challenges of navigating after much time has passed and change has 
occurred. An additional example of the challenging dynamics raised between children and 
parents included the loneliness U.S.-born children feel in their inability to relate to their 
undocumented parents, particularly noting the differing cultural identities between child and 
caregiver. One clinician described the challenge in raising a teenager that is “more 
Americanized” while parents “come from a different experience,” and another clinician noted 
“the struggle of parents not speaking English.”  
Participants also described communication problems between parents and their children, 
much of which centered upon the difficulty of discussing issues around deportation and possible 
separation of family members. One participant shared that some young children are “picking up 
on the stress of the family” and “acting it out in other ways” because they are unable to talk 
about the worry they feel for their parents or fully “comprehend what’s going on.” Another 
clinician stated that some parents speak “flippantly to their kids, like you don’t know, I might not 
be here when you get home from school today, I might be deported,” and therapy includes works 
to help parents “create boundaries around their language” and identify an appropriate amount of 
information to share with their children. A third clinician shared that parents have difficulty 
discussing details around deportation and separation of family members, which leads to 
confusion, anxiety, and self-blame in children who have been separated from their parents. One 
clinician offered an example of such a scenario: 
   I had this parent tell their kid that your mom is at work, that’s why she’s not here. So 
the kid, the daughter was always having a tantrum and throwing a crazy fit every time 
dad would leave because he’d be like oh I’m going to work. For her, work meant I’m 
never going to see you again. So having to explain to parents that, yeah little kids don’t 
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know but they also, a lot of the times parents don’t think they need to explain to their kids 
what’s going on and so they create their own anxieties and their own idea of what that 
means or why it means they feel like it’s their fault. 
 
Clinicians also perceived a parentification of children among undocumented families, 
many of whom have parents who hold multiple jobs and spend significant time away from the 
home. Multiple participants described the familial pressure young undocumented clients feel to 
take on jobs and care for younger siblings, and one clinician shared that children must take on 
greater responsibility in the family due to their parent’s illiteracy or general absence: “If they are 
older siblings, they’re the oldest in the family and so they have to figure out once they hit 
kindergarten, age six, they’ve had to pretty much navigate everything themselves. And once they 
learn to read, they have to do more of that themselves.” Another clinician illustrated the 
pressures young clients face by describing her teenage clients’ situations as, “You have a job 
where maybe your boss is a jerk and you’re 15 and you’re working with a fake social security 
number and you have to work until 3am,” while also “never seeing parents because they’re 
working three jobs.”  
 Two variant categories also fell under this domain. Participants noted that clients feel 
disconnected from their native country, and share aspects of their identity that they left behind or 
their fears of being deported to a country they have no memory of. Additionally, clinicians are 
asked to support immigration proceedings more frequently than in the past, such as requests for 
psychological evaluations and letters of support for visa and asylum applications, or other 
relevant court proceedings.  
4.4 Domain 3: Client Mental Health: Risk Factors 
 In this domain, participants described factors that they perceive as detrimental to the 
well-being of their clients with undocumented status. Responses fell into one general, three 
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typical, and one variant categories. Almost all participants reported that low socioeconomic 
status contributed to their clients’ distress, including descriptions of clients’ inability to meet 
basic needs and challenges with living arrangements due to financial insecurity. As one 
participant stated, “It’s hard to feel less anxious or depressed when you’re in a shelter or when 
you’re living in a house with 10 other people and you have no privacy, or your parent is working 
three jobs and you never see them.” A participant working in a high-school setting noted that 
many of their undocumented clients are employed and “don’t get enough sleep because they’re 
working,” including young clients who get four to five hours of sleep each night due to their 
responsibilities at school and to contribute financially to their family. Another participant 
describes undocumented clients as being unable to work because they don’t have a social 
security number, and they are therefore unable to meet basic needs or are vulnerable to wage 
exploitation in informal work positions.  
 It was typical for participants to report that the threat of deportation presents as a 
challenge to the mental health of undocumented clients. Twelve out of fifteen participants 
described clients experiencing fear of separation from their family as a result of deportation, with 
children “coming to school and carrying this fear that their family might not be intact when they 
come home.” Participants describe clients expressing fears around “having to be sent back 
alone,” and feeling like “nowhere is safe” in the community, with the threat of apprehension by 
authorities preventing some clients from driving, visiting the grocery store, or taking their kids to 
school. One participant describes a client who “grew up in a bloody, violent situation where she 
had no control” and later married an abusive partner who remains in her native country, and 
while this client is already “stressed to the max, when you add more instability about the fear of 
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being deported, it just increases their anxiety.” Another participant echoed the sentiment that the 
ongoing threat of deportation exacerbates the other stressors in their clients’ lives: 
   It exacerbates ongoing symptoms. For example, this one youth that I’m working with 
who has probably the DNA of a female but he themself is a male person, who came to the 
United States from El Salvador as a 3-year-old, all the stressors of feeling like a trans 
person are exacerbated by the threat of deportation. Not having anybody in El Salvador 
were he/she to be deported. Knowing nothing about that country, but theoretically would 
be deported to that country because that’s where they were born. So I would say it 
exacerbates all of the ongoing, it makes everything worse, all the symptoms of anxiety or 
preoccupation or tensions between family members become exacerbated. How to handle 
things, what risks to take, whether or not to buy a home, whether or not to apply to 
college, whether or not to take this extra class. Issues about being evicted, what jobs to 
dare take. All these things just become much more challenging. 
 
 In another typical category, clinicians reported that their undocumented clients had a 
history of trauma that caused lasting distress, with one participant noting that clients have faced 
intense trauma in their native country in the form of abuse, sex-trafficking, gang affiliation, 
being targeted by gangs, and witnessing violence. Another participant stated: 
   People that were from countries who are, where there’s a history of war or oppression 
by government, like El Salvador, Honduras, or Nicaragua, those people were really 
triggered, like this is the direction that this country was going in. That their experience of 
persecution and loss of family members and all of that traumatic experience was a real 
possibility of happening here. That things were crumbling and the way this 
administration and Trump were talking about human beings and immigrants felt very 
frightening. 
 
Multiple participants also noted the trauma clients experienced during their journey to the 
U.S. and in detention centers, including people who “didn’t successfully cross the first time.” 
One participant described the violent assault of an undocumented client that has allowed that 
client to stay in the United States under a U visa, which is a visa set aside for victims of crimes: 
   The bizarre situation is if you’re a victim of a violent crime and are willing to testify 
against the perpetrator, that is your ticket to citizenship in this country, or at least your 
ticket to legal residence here. And it’s a bizarre situation. Although nobody wants to be 
the victim of a violent crime. And ironically, they get more stable, their presence here is 
more stabilized. For example, I’m working with somebody who was assaulted twice. Hit 
in the head with a gun, pistol whipped, for her purse, twice in her same neighborhood. 
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Although she has terrible headaches and fears and a lot of PTSD, she also now is legally 
more stabilized to be in this country. So it’s a strange twist of something that is 
happening.  
 
Another typical response was for clinicians to describe a lack of institutional protection 
for undocumented immigrants. Several participants reported the exploitation their clients 
experience at work, with one participant sharing some clients “go to work and get paid very 
little, they don’t have any real rights,” and another clinician reporting that some employers 
withhold pay entirely.  Clients with DACA status reported to some clinicians that they did not 
feel protected by their status due the Trump administration’s multiple attempts to rescind DACA 
as well as cuts to education funding for DACA students. Multiple participants also reported that 
their undocumented clients are afraid to report abuse to authorities, including their own sexual 
assault or harassment, because they “feel they wouldn’t get any justice.” As one participant 
described: 
   They also have a hard time, they fear children's protective services. So they may see 
something that’s not OK but they’re more reluctant to call out for help from the police or 
tattle on somebody who is abusing their child because they don’t want immigration 
around their neighborhood because they themselves are too fragile. So they dare not ask 
for the ordinary help and that affects their mental health because they have to shut down 
and kind of stuff their feelings and not stand up for themselves and they dare not be 
assertive. So I think that that adds to their misery. 
 
One variant category also emerged from the data. Participants mentioned media 
consumption, as clinicians described a worsening of mental health symptoms in their clients as 
the clients watch the news and receive updates on immigration policy as well as ICE raids in 
their area.   
4.5 Domain 4: Client Mental Health: Protective Factors 
 Participants were also asked to describe protective factors or useful coping strategies they 
see as contributing to the wellbeing of their undocumented clients. This domain produced one 
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general, one typical, and three variant categories. 14 out of 15 clinicians reported that social and 
community networks were an important protective factor for their undocumented clients, with 
mentions of family, religion, school, community resources, and employer support all falling 
under this category. One participant shared that “it’s really common to hear we really don’t trust 
anybody but we have our family,” with eleven participants in total remarking on the strong 
family support their undocumented clients benefit from. As one participant described, “I think 
the families that we see are so committed to their children and their family members that they 
really do so much to wrap around them and to be creative in the way that they take care of their 
family members that are suffering from mental illness.”  
Religion was described as a source of hope as well as community through church 
engagement. As one participant described: 
   A lot of my clients are Catholic or Christian or they believe in a higher being. I think 
that’s been definitely very protective, being able to tell yourself what do I have control of 
or what do I don’t have control of and what can I do to feel better. So they have 
definitely, some of them go to church, so that decreases their sense of isolation, like being 
by themselves.  
 
Another participant shared, “There is a great faith in their religion and so there is refuge to go to 
and to maintain their hope. School was also described my multiple clinicians as offering 
important linkages to resources for families. One clinician elaborated: 
   The school is absolutely amazing in valuing their whole health, understanding and 
being really culturally sensitive to the community, and being able to provide the family 
resources. The school often functions as a second parent for the children because they 
know that the parents are completely stressed and they offload that for them by giving 
them a safe place, food, and any resources that the family may need as a result.  
 
Community resources described by clinicians included external funding sources for education as 
well as agencies that exist in a bilingual capacity to help undocumented clients navigate systems 
and get connected to resources like domestic violence groups, food stamps and childcare.  
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Clinicians also typically spoke of a sense of inherent hope and resiliency they perceive in 
their undocumented clients. One clinician described clients as “seeing themselves as survivors” 
with “the desire, the motivation to continue fighting.” Multiple clinicians also shared that their 
clients find hope and resilience in the notion that they’re building a better life for their children. 
 A variant number of participants described the ability to speak English and therefore 
navigate systems and find assistance when needed as a protective factor. Additional variant 
categories were living in California, where clients feel a relative sense of protection and are 
surrounded by Spanish speakers, and having access to therapy, which allows them to express 
their feelings and work through the stigma surrounding mental health.  
4.6 Domain 5: Perceived Limitations, Challenges, and Obstacles Working with UIs 
 The fifth domain reflects participants’ responses to being asked about the challenges they 
face as they work with undocumented immigrants. This domain produced four typical and four 
variant categories. It was typical for clinicians to describe the barriers to accessing resources 
faced by their clients, a finding that was endorsed by 10 participants. Multiple participants 
described clients feeling fearful of accessing some resources in the community, such as drug and 
alcohol treatment, because they are concerned they would jeopardize their immigration case.  As 
one school-based clinician elaborated: 
   I have had clients who had serious drug and alcohol addiction, substance addiction 
issues that they brought here because they’ve been addicted since they were little kids. 
There’s a fear of accessing those resources. Even if those resources exist, there’s a fear of 
accessing those resources because, will my lawyer find out, will the court find out, will 
this affect my immigration case. I can’t answer that, I’m not a lawyer.  
 
Another clinician noted that while basic resources and referral sites are available, their 
undocumented clients “don’t necessarily feel safe reaching out to those resources or showing up 
to those places, and that’s definitely a barrier for folks accessing those services.  
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A typical subcategory emerged as well, with more than half of the participants sharing 
that a major barrier to accessing resources is that community resources are scarce or fraught for 
their undocumented clients, noting that there are not an adequate number of resources in the 
community for undocumented people, and clients are concerned about going on the record when 
applying for resources due to their fear of deportation. Several clinicians highlighted the lack of 
Spanish-speaking providers and resources available for referral in particular. One clinician noted 
that their bilingual agency “feels like an island with undocumented clients because there’s not a 
lot of Spanish-speaking capacity out there.” The language barrier felt particularly salient to a 
clinician who highlighted the struggle of some monolingual mothers: “For mothers who can’t get 
out of the house, there’s got to be a support system for helping moms get support. Because 
there’s a lot of moms who don’t speak English, who don’t know how to use a bus, who have four 
little kids, and they’re very isolated.” Additional barriers to accessing resources included long 
waitlists or lines to access resources such as legal services, having to travel far distances to reach 
a resource, and ineligibility for services such as vocational rehabilitation based on legal status.  
 It was also typical for participants to report that therapy outcomes and engagement are 
negatively affected by their client’s financial instability. For example, one participant described 
the work their clients are required to take on in order to support their families and that “some of 
the basic human needs explain their depression because this community is just so over stressed 
and overworked that there’s just basic social things that are impinging on their ability to heal, 
whatever they’re going through.” Other participants described clients leaving therapy suddenly 
due to finding employment, such as one clinician who shared, “I have definitely lost some clients 
due to work. I mean all of a sudden, they have to work more or they don’t have that flexibility 
anymore.” Another clinician cited parents’ inability to meet with clinicians as an obstacle, 
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describing the challenge of “parents not being able to come in to meet or to have consultations or 
parent teacher conferences because they’re working two or three jobs to provide for their 
family.” Other clinicians described the various aspects of poverty that take a toll on their client’s 
wellbeing, such as the negative impact of living in close quarters with others on teenage clients’ 
developmental need for privacy and self-care.  
 Additionally, clinicians typically described concerns about client’s safety, such as not 
being able to protect their clients from deportation and clients’ disengagement due to fear of ICE 
raids. One clinician shared that it’s “challenging to try to help families manage their anxiety 
around the real possibility of deportation” and feels “heartbreaking to have conversations with 
families” about plans and logistics in the event of deportation. A second clinician linked clients’ 
increase in no-shows to appointments with a high frequency of warnings of ICE raids in the area, 
while another clinician described clients appearing more guarded after the election and less 
willing to discuss aspects of their legal status, such as trauma history related to border crossings.  
 Clinicians who worked in school-based settings also typically discussed challenges with 
school-based intervention, with eight participants endorsing limitations or obstacles specific to 
the school environment. For example, one clinician shared that school-based therapy services are 
interrupted during school breaks, which presents as a challenge unique to the school setting: 
   For myself, I can provide therapy during school time but when we have breaks, my 
services are limited. I can only see them during summer school. A lot of times during the 
summer, kid’s minds go elsewhere. They just don’t want to come to therapy, they don’t 
want to go to school, there’s always a 2-and-a-half-month gap in treatment. Kids can be 
ok and some mistakes can go south in that 2-month period. That’s an issue for me. 
Christmas break is the same thing, during winter break we don’t see them. So for school-
based services, that’s an issue. We can only help you when school’s in session.  
 
 Another noted that school-based counseling centers have limited capacity and must refer out 
once capacity is reached. The participant elaborated that the capacity of school sites is a problem 
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because “once we start getting a waitlist we need to try to plug in students and a lot of them will 
need Spanish speaking clinicians outside of here. They’re all busy and they all have waiting lists 
so it’s really difficult to do triaging in that form as well.” Another clinician described the burden 
placed on school-based counselors when clients are fearful of accessing outside resources: 
   In the bay area there’s very little resources for young people who have drug addiction 
or alcohol addiction. There’s just very, very, very little. I have had clients who had 
serious drug and alcohol addiction, substance addiction issues that they brought here 
because they’ve been addicted since they were little kids. There’s a fear of accessing 
those resources. Even if those resources exist, there’s a fear of accessing those resources 
because, will my lawyer find out, will the court find out, will this affect my immigration 
case. I can’t answer that, I’m not a lawyer. But that’s a real fear, and that can be difficult 
for me because we end up, the school-based services, being the only services they access 
and we’re not  equipped to do serious drug addiction treatment. All of our services are 
voluntary, they’re not mandated to come see us. They have to do it while they’re at 
school, and sometimes they have a test so they can’t come. There’s just all these things 
that make it very difficult. 
 
Six participants also describe various ways in which school felt unsafe to clients or their 
families, such as client’s concerns about the school sharing sensitive information with 
immigration authorities as well as the general discomfort and anger clients felt in response to 
other students making racist or bigoted comments. One clinician highlighted the fear amongst 
undocumented community members after the election by saying, “I know parents that weren’t 
sending their kids to school because they were worried about ICE presence at drop off or what 
would happen if they took their kid to school and they were deported and no one was there to 
pick up their kid. There’s all this kind of fantasizing and worrying around what could happen. 
 Variant responses included seven clinicians who reported experiencing challenges 
guiding clients amidst the uncertainty of the political climate, such as one clinician who stated: 
   I would say the main challenge is lack of, like… I’m having to sort of keep up to what 
the changes are myself and so I’m sort of not… I’m not able to provide for or hold as 
much of the sense of hope as I feel like with other things it’s like, I’ve worked with a lot 
of folks who have experienced trauma and with that, I’m able to work with that a little 
easier because I’ve worked with that, I know what’s going,  I have more experience with 
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that. But with the immigration constantly changing, I don’t know what the future holds 
either. I don’t feel like I’m able to really hold the stability and the sense of hope for my 
clients. That’s a huge challenge because for one, it makes it so I’m having to do a lot of 
research myself on what’s changing, what’s coming up, but it’s such a day-to-day thing 
that it’s really like… there’s no, I don’t know, just kind of like hope for the future there 
right now.  
 
 An additional variant theme was the clinician’s difficulty connecting across cultural 
differences with their undocumented clients, with participants describing language barriers, 
cultural differences, and difficulty understanding or relating to the undocumented experience as 
obstacles.  Clinicians also reported that their client’s issues cannot be adequately addressed due 
to program/treatment limitations, with examples ranging from the limitations of the short-term 
nature of school-based treatment, the inadequacy of the 12-session limit allotted by a country 
program, and the inability of clinicians to treat chemical dependency in clients who are unable or 
afraid to access specialized care. A final theme, occurring with variant frequency, was that 
clients are unfamiliar or wary of therapy, with participants emphasizing the need for 
psychoeducation with undocumented clients who are new to therapy and find it intrusive, or may 
be resistant to attending individual or group sessions due to the stigma around mental health 
diagnoses.  
4.7 Domain 6: Clinician Response to Working with UI Clients 
In this domain, participants offered responses to the question of how they feel their 
wellbeing is affected by working with clients who have undocumented status, yielding three 
typical and six variant categories. It was typical for clinicians to report that they experience work 
with UIs as stressful, which was a sentiment expressed by 12 participants. Multiple clinicians 
describe the additional work they must take on when serving undocumented clients, such as 
keeping up to date on immigration policy changes and understanding protocols to protect their 
clients from ICE. One clinician described the additional protocols to protect undocumented 
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clients as “another layer of another thing that we have to keep in mind if it happens, kind of like 
if there’s an earthquake.” Another clinician shared, “I’m having to do a lot of research myself on 
what’s changing, what’s coming up, but it’s such a day-to-day thing that it’s really like… 
everyone is all over the place, and I’m trying to keep up with what’s going on myself.”  
Clinicians also described feeling powerless in their efforts to help undocumented clients, 
as one clinician shared “It has been my case that you start feeling very depressed, very sad, 
hopeless. A sense of what you’re doing is not enough because it’s really not changing your life 
the way you hope it would, or their situation. So it can really have an effect on the wellbeing of 
any therapist, speaking especially for myself.” Another clinician noted: 
   Well for me, for the psych evals, for the letters, it’s very challenging because it’s a huge 
responsibility. All of a sudden, I feel like the quality of my letter could make or break 
their deportation and that is agony for me. It’s agony. What I’ve done in the past is I’ve 
just said don’t pay me. If you get your citizenship or you don’t get deported, then you can 
pay me, but don’t pay me unless you succeed. I just felt like it was too, the ethical 
responsibility for keeping them from being deported was overwhelming to me and 
exhausting.  
 
 Clinicians also typically spoke of a sense of motivation to protect and serve clients who 
have undocumented status, with 10 participants describing feeling more engaged and enthusiastic 
in their work since the election or overall reporting an increased sense of personal responsibility 
for their clients. One clinician described seeking out training to conduct asylum evaluations after 
the election because they felt like they “needed to do something more” to support their 
undocumented clients, and another participant said the election “kind of reinspired me I guess, in 
a certain way, to provide the best care and therapy that I can for as long as I can with my clients” 
because “we’re not going to take a step back in protecting immigrants and undocumented 
immigrants.” Another typical finding, endorsed by eight participants, was that clinicians have 
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experienced challenges maintaining their clinical or professional role, most of which was linked 
to the clinician’s personal response to the election. As one clinician elaborated: 
   I was in mourning myself about the election. I was having such a hard time processing 
it and feeling so depressed about it and then working in the Latino community, it’s so 
extra poignant to be showing up there every day and feeling like they’ve just suddenly 
overnight become an even bigger target than they already are. But having to sort of hold 
all that inside myself and maintain professionalism to not get into the details of my 
political beliefs or my political feelings, or rather my feelings about the political 
situation, because it’s not my  time to share. This is not my therapy session, it’s their 
therapy session and I  wanted my clients to feel really free to talk about anything they 
wanted without having to balance my thoughts about it, you know? On a few occasions I 
remember making a comment, like I’m very sad about the result of the election or 
something to that effect, and that was it. We didn’t get into it any more than that.  But it’s 
hard because my head was swimming and my heart was really sad and so  it was an 
exercise in really being mindful at that time about how to hold space for others while I 
was feeling the same sort of grief they were. 
 
 Another participant described the sense of despair they are grappling with as they 
continue offering therapy services to undocumented clients:  
   Working with the people I’m working with, it’s really sad to be aware of the fact that 
people I’ve been working with for years might be forced to leave just because they 
weren’t born here. That’s just a terrible reality to sit with. It’s just really challenging for 
me because as a clinician, my role is to help people get through this time, I don’t know. I 
don’t know how things… part of me just feels really hopeless sometimes and I can’t stay 
in that place because I can’t be there as a therapist. But part of me is just, I don't know 
where to go from here. I think that a  lot of my community is sort of floundering with the 
situation we’re in. People are  going to marches and people are posting stuff on Facebook 
but none of us are really sure what to actually do about it. I don’t know either, so it’s just 
a really… I would say to sum it up, it’s really challenging because there’s this reality and 
then to also be the person to sit in the room with people and help them feel like things can 
get better.  
 
 Six variant themes also emerged in this domain. Seven participants described a need for 
peer support both in the immediate aftermath of the election and as a consistent source of 
strength and information throughout the year. Examples of peer support shared by participants 
included regular staff meetings, support from supervisors, additional training highlighting current 
events, support groups with colleagues to process emotions and experiences, professional groups 
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for Latinx therapists, and a weekly meditation-based support group. Seven participants also 
spoke about a need for self-care as providers, including sharing details of past experiences with 
vicarious trauma, the need to personally process current events before being able to provide 
services to undocumented clients, perspective taking when thinking about the impact clinicians 
have on clients, and a need to practice “compassion for [the clinician’s] own complicity in the 
system.” Multiple clinicians also described their need to set boundaries for the sake of self-
preservation, which has taken the form of taking on fewer clients who are monolingual Spanish-
speakers and low-income, and setting boundaries to prevent from doing work that falls outside of 
the clinicians’ scope (e.g., helping clients apply for legal residence).  
 Participants also described, with variant frequency, a sense of powerlessness, with six 
clinicians describing feeling like there is little they can do to improve their clients lives as both 
participants and clients grapple with uncertainty for the future. Six clinicians also spoke of 
appreciating a position of privilege, ranging from the gratitude some participants feel for their 
own path to citizenship to acknowledging the advantages of being an educated professional. Six 
clinicians explicitly stated a sense of empathy for clients and described feeling sadness or anger 
for the challenges their clients face, with multiple participants also describing an affinity for 
undocumented clients due to their own history with immigration. Finally, a variant number of 
participants spoke to involvement in activism/advocacy outside of work, with five clinicians 
describing activities including marching, attending protests and community events focused on 
rights, wearing clothing to show support for DACA students, and helping undocumented families 
during the clinician’s personal time, such as driving students to school when parents are unable.   
4.8 Domain 7: Clinician Response to Political Climate/Election 
 
 88 
 During the interview, participants were asked to reflect on their own ability to provide 
care following the election, with the interviewer noting that the election and months that 
followed were politically and emotionally charged for many people. The experience of negative 
emotional responses, including descriptions of sadness, fear, anxiety, anger, and hopelessness, 
was typical in the sample, with 13 out of 15 participants reporting some form of negative 
emotional response. One participant shared that they felt “a bit more isolated and less patient” as 
a Spanish-speaking provider, and described “hearing colleagues want to have a discussion of 
both/and or meeting in the middle, and that was just not where I was. I think both because of my 
personal identities and also because of the work I was doing clinically, I didn’t have space to 
engage that sort of thing.” Another participant elaborated: 
   I felt so compromised by the whole thing. I feel like I had my own mental health crisis. 
And I think almost all of my colleagues felt very similar. It was such a disorienting 
situation. I was so shocked. It was kind of the biggest shock I’ve had in so long, that it 
actually happened. So that disorientation around imagining the world was going to be one 
way and waking up to it being completely different. And just I think the bubble, maybe 
this is a Bay Area bubble or liberal bubble or coast bubble or something, but just how no 
one expected it. I never even met one person that was a Trump supporter before or even 
after the election, shockingly. Who are these people? And I know how divisive that 
sounds but that was the feeling. Feeling really powerless about what to do or how to 
organize around it. And since then, there was the initial adjustment period and I know for 
myself I’ve had to take some time away from being as embedded and manic around it. 
But I think it’s definitely taken its toll in work that’s already very saturating and hard and 
pushes us to our limits, to add that element to it, for me it definitely put me over the 
edge.  
 
 Two variant categories also fell under this domain. First, four clinicians described a 
compromised ability to provide services in the days immediately following the election. One 
participant stated that they felt distraught the day after the election and was thankful they didn’t 
have to hold sessions that day, and noted it took a few days following the election to be fully 




   I remember approaching my boss and I said to her, hey I’m really not sure that I can be 
100% today. And she said, oh none of us are, it’s ok, we’re going to talk about it. And 
I’m like, OK, and we had our staff meeting and there were definitely more tears from 
staff members, including myself, as we were venting the atrociousness that just occurred, 
and the glass ceiling that didn’t break, and all that. So initially, we were just too broken 
and we needed to take care of ourselves and be gentle, and start regrouping slowly but 
surely, but I think it was awesome that my agency and my boss were throwing out 
whatever agenda had been there before.  
 
 Finally, three participants reported feeling optimism for the future as a result of the social 
justice movements occurring in the U.S. One participant spoke of feeling hopeful that positive 
change will come with the rallying of people against the current administration, while another 
participant described feeling partly pessimist about improvement in the country but also believes 
in the response to balance out the extreme attitudes of the Trump administration.  
4.9 Domain 8: Non-UI Community Reactions Following Election 
 This domain emerged as a result of the descriptions participants offered about people 
outside of undocumented communities and their reactions to the 2016 election. It was typical for 
clinicians to describe the ways in which the people around them, including leaders at their work 
sites, responded to the political climate by demonstrating support for undocumented clients. 
Some participants described agency policies and trainings in support of UI clients, such as one 
participant at a school-based counseling center who stated that their school leaders had 
developed protocols for staff to protect student’s information during potential ICE raids. Other 
participants described attending mandatory meetings to prepare staff for engagement with police 
as well as education on changing immigration policies so that staff may address new fears in 
clients without documentation. A participant working at a community clinic serving 
undocumented clients shared that the clinic has designated all of their waiting rooms as private 
patient areas to prevent ICE and other law enforcement officials from entering the space, and the 
clinic maintains an “extensive policy around deferring and deflecting ICE if they come to any 
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facility.” Several participants reported seeing other people around them show support for 
undocumented immigrants by engaging in acts of solidarity, such as wearing clothing or carrying 
signs in support of immigrants. 
 Three additional variant categories offered a fuller understanding of the ways in which 
people outside of undocumented communities responded to the election and ensuing months. 
Five participants described seeing increased political engagement and awareness in either the 
general population or in students at the participant’s school site, with reports of students and staff 
joining resistance marches and clients of all ages more aware of the current events than in the 
past. Four participants reported expressions of racial discrimination toward undocumented 
immigrants or Latinx people more broadly, with examples ranging from white students at school 
sites using hostile or racist language in class to Latinx clients living in neighborhoods where they 
are targeted by other minority groups. Finally, three participants also reported seeing other 
people express distress about the results of the election, including one clinician who said they 
had some Latinx and non-Latinx clients become suicidal after the results of the election were 
apparent.  
4.10 Domain 9: Therapy Strategies for UI Clients 
 In this domain, participants described therapy strategies they found to be useful in 
providing mental health services to undocumented immigrants, with a focus on strategies they’ve 
employed in the months prior to their participation in the study. This domain produced four 
typical and six variant categories. A typical response among clinicians described the 
dissemination of information regarding rights and resources. Eleven participants described the 
measures they take to help clients feel safe, such as reminding clients of their rights, and one 
participant described offering resources for asylum seekers as a strategy to “align with the 
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family.” Participants described providing handouts and informational brochures to clients so they 
would be well aware of their rights if stopped by police, as well as advocating for clients through 
referrals for legal consultations, linking clients to groups with people experiencing similar fears, 
and connecting clients with other resources in their community. As one participant explained: 
   I wanted to provide a safe space for students who are undocumented and didn’t have a 
safe space to talk about things like this. And so I started a support group for students 
where we would talk about a plan if for some reason ICE came, like if they had a plan 
with their parents and getting them connected to a lawyer who can tell them more about 
their rights. We were handing out these small little red cards that they can just show an 
officer instead of talking to them. Telling them that like I have the right to not answer any 
questions, blah blah blah. And so for me it was a moment of yeah, this really sucks and I 
hate that this is happening but also like Ok, what can I do for the students that I’m 
directly servicing. How can I be of service to them? My reaction was to try to provide a 
safe space for them at the school and just staying in contact with administration about 
different programs here within the school district that focus on helping our undocumented 
students as well.  
 
Several participants also described the efforts they took to stay abreast of shifting immigration 
policy and seek out information regarding client’s rights so that they felt adequately prepared to 
share practical information with their undocumented clients regarding their legal status.  
 Another typical response highlighted family interventions. One participant shared they 
have been doing more family therapy since the 2016 election because the political climate 
“involves everyone in the family, affects everyone.” Another participant described family 
therapy as effective in addressing issues such as parentified children, dynamics around family 
separation and reunification, offering practical parenting tips, normalizing stressors for the 
parents of teens, and offering space for difficult conversations between parents and children. One 
clinician highlighted the importance of working with parents in order to broaden their 
understanding of the child client’s experience: 
   Parent work, I suppose I do parent work in all of my process but it felt particularly 
important in the case of undocumented families simply because I think there’s a genuine 
risk of me assuming too much about what that experience is like or how the family might 
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be handling it. And so having really consistent parent work was an opportunity for me to 
listen and to hear from them about what the experience was, how they were handling it, 
what they felt was important, the extent of their concern and also their strategies for 
resilience.  
 
 It was also typical for participants to describe offering psychoeducation, with a particular 
focus on emphasizing issues around confidentiality, for clients who are hesitant to share personal 
information in therapy. While most clinicians spoke about psychoeducation broadly, specific 
references to the content of psychoeducation included conversation around how to use therapy, 
teaching clients about their symptoms, and the relative safety of the school or clinic setting. One 
clinician shared: 
   One of the challenges is the trust in the therapeutic work. I think many families at first, 
Guatemalan for example, there’s not a lot of knowledge about psychotherapy so knowing 
what psychotherapy is is something that is new. And then also a lot of my work is quite 
personal and asking about a lot of things of that nature, so given that there’s a lot of 
apprehension, rightfully so. And so part of the work is the psychoeducation on the 
confidentiality and the limits of it and the protections.  
 
 It was also typical for clinicians to describe using a CBT framework for their interventions, 
including mindfulness and coping strategies such as relaxation techniques and breath skills. As 
one clinician elaborated: 
   Because we were dealing with a lot of thoughts, some of them could have been 
distorted because of some triggers or anything. But CBT helped a lot with reframing. 
Challenging their own negative thoughts when they had to go out to the store. Making a 
plan if something did happen. Facing the possibility that it could happen.  
 
 Variant categories included group therapy, with specific mentions of groups focused on 
depression, trauma, domestic violence, parenting skills, and adults who experienced abuse as 
children. Participants also mentioned, with variant frequency, the use of trauma interventions, 
including CBT skills, relaxation techniques, grounding exercises, Eye Movement Desensitization 
and Reprocessing (EMDR), and processing the trauma of coming to the U.S. Notably, one 
participant shared that they had to adapt their questions related to border crossing and related 
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trauma after Trump won the election due to an increase in fear and hesitation to answer questions 
regarding legal status among clients   
 Six participants reported normalizing stressors that their undocumented clients 
experience in order to validate their clients’ anxiety as rooted in their difficult reality. One 
participant stated that they find it helpful to validate the hardship of living with a sense of 
uncertainty for the future, while another clinician described educating clients on systemic issues 
that impact their wellbeing in order to help them externalize the internalized discrimination they 
carry around. Additionally, five participants described taking a strengths-based approach to their 
work with undocumented clients, with one clinician describing their effort to cull from client’s 
strength, resiliency, experience with traditional healing, and other ways they’ve taken care of 
themselves and their families in the past. Five participants also described some aspect of cultural 
competency or sensitivity that guides their work, such as speaking to clients in their native 
language. Multiple clinicians described their own Latinx identity as a point of alliance with 
undocumented clients, and one participant stated that they speak to clients about the aspects of 
their native country that made them feel free and ways to still feel connected to their culture in 
the U.S., such as joining a group, program, or internship that nurtures that connection. The final 
variant category contained responses that described planning in the event of detainment or 
deportation, such as making specific plans with adult clients about their child’s guardianship in 
the event of deportation of the parent. While not included as a distinct category in the final 
analysis, multiple participants also spoke about using the foundational strategies of therapy with 
their undocumented clients, such as maintaining presence, providing reflection, and creating a 




Chapter 5: Discussion 
This study examined the experiences of mental health practitioners serving 
undocumented immigrants from Latin America during a time of instability with regard to 
immigration policy. Undocumented immigrants from Latin America are a large and vulnerable 
population in the U.S., and the 2016 presidential election and the ensuing months and years 
during which the Trump administration implemented harsh and regularly changing immigration 
policy placed a great deal of stress on immigrant communities and the providers serving them. 
The purpose of this study was to gather narratives of the experience of providing mental health 
services to undocumented immigrants from Latin America in order to contribute to the small 
body of literature focused on immigrant mental health, as well as explore clinicians’ personal 
experiences as they co-navigate a new and uncertain political climate with their clients. The 
following research questions were used to guide this study: 
1) In light of the 2016 presidential elections and the resulting changes to immigration 
policy, how do proposed immigration laws and policies affect the work of mental health 
practitioners, if at all?  
2) What are the major challenges faced by mental health practitioners who directly provide 
services to undocumented immigrants from Latin America in California? 
3) What are the issues and themes present in post-election treatment? 
4) How do practitioners perceive the psychosocial resources available to undocumented 
immigrants in their area?  
5) How do clinicians talk about the risk and protective factors they see among their 
undocumented immigrant clients who may be impacted by the current changes 
immigration policy?   
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6) How have practitioners experienced their own ability to provide care following the 
election? 
7) What is the impact of undocumented immigrants' distress on the wellbeing of clinicians? 
The following chapter is organized to address each of these research questions in  
sequential order.  
5.1 Question 1: In light of the 2016 presidential elections and the resulting changes to 
immigration policy, how do proposed immigration laws and policies affect the work of 
mental health practitioners, if at all?  
   Nearly all of the clinicians who participated in this study explicitly stated that their 
clinical work with undocumented immigrants was impacted by the results of the 2016 election 
and ensuing changes to immigration policy. Participants shared their experience with clients of 
all ages who exhibited the development of symptoms, exacerbation of symptoms, or overall 
increase in distress directly linked to the political climate, as well as ways in which clinicians 
have needed to adapt their treatment strategies to serve clients and families vulnerable to 
deportation. Some participants described needing to support an increased number of clients 
through applications for legal status. Several participants also shared they’ve been more client 
referrals since this election, although an equal number of clinicians noted their caseloads have 
not seen a change.  
   These findings align with the literature on immigration policy and mental health, with 
numerous studies demonstrating a direct link between the stress associated with immigration 
policy and the physical and mental wellbeing of affected individuals (Anderson & Finch, 2014; 
Hatzenbuehler et al., 2017; Bruzelius & Baum, 2019; Torche & Sirouis, 2019; Becerra, et al., 
2020). A recent study examining how immigrants’ sleep behavior responds to change in 
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immigrant status found evidence that DACA-eligible immigrants experienced a significant 
improvement in sleep in response to the approval of the DACA program, yet when the 
uncertainty around the future of the DACA program increased in 2016, the beneficial effects of 
DACA on sleep behavior tended to dissipate (Giuntella, Lonsky, Mazzonna, & Stella, 2021). 
There is further research demonstrating the negative impact of recent immigration policy on 
Latinx communities, such as a 2019 study of 397 U.S.-born adolescents in California whose 
parents were Latinx immigrants, which found a statistically significant increase in anxiety after 
the 2016 presidential election (Eskenazi et al., 2019). The narratives offered by the participants 
of this study offer real-life stories and examples to animate such research findings. 
   The remaining questions below offer an illustration of the ways in which clinical work 
was perceived to be impacted by the political climate, yet the understanding that a vast majority 
of the study participants felt affected by the results of the 2016 election presidential election is an 
important finding in and of itself. This result highlights the significance of stepping away from 
examining the symptoms and needs of undocumented clients using the siloed lens of mental 
health diagnosis and treatment, but rather the necessity of using a broad sociopolitical lens to 
understand the wellbeing of clients and how they may be affected by the information they are 
hearing in the news, by actions that may be taken against their communities by political leaders 
and immigration officials, and by the vulnerability they may be feeling on a daily basis. 
Additionally, the knowledge that clinicians serving undocumented communities feel their work 
is directly affected by immigration policy allows for the structures and systems clinicians are 





5.2 Question 2: What are the major challenges faced by mental health practitioners who 
directly provide services to undocumented immigrants from Latin America in California?  
   Participants shared multiple challenges that impact their ability to provide high-quality 
care to undocumented Latinx clients, many of which are not specific to the 2016 presidential 
election or the political climate of the time.  Most of the participants noted the difficulty they 
face in referring clients to outside resources, whether that was due to a general lack of 
availability of resources in the area or the clients’ fear of accessing a resource that might 
jeopardize their safety. Multiple participants also noted the lack of Spanish-speaking providers in 
their area, as well as the logistical barriers to accessing outside resources, such as long waitlists, 
the need to travel far distances, and the cost associated with many services.  
   Most participants also cited their client’s financial instability as negatively impacting 
their mental health, including the stressors that are associated with living in poverty and the need 
for clients or their parents to hold multiple jobs in order to make ends meet. Clinician’s 
providing school-based mental health services described challenges specific to their setting, such 
as the interruption to services imposed by school breaks and the limited capacity of school-based 
counseling centers. Participants also described the cultural differences between themselves and 
their undocumented clients that felt challenging, such as language barriers and differences in 
cultural background that leave room for incorrect assumptions and projections to be made. Some 
participants also noted that undocumented clients may be accessing therapy for the first time and 
clinicians must help them navigate through stigma around mental health concerns. Additionally, 
several participants described the limitations imposed by their facility, which may not be 
equipped to take on clients with severe mental illness or substance use disorders, yet participants 
cannot easily refer these clients out. Some undocumented clients qualify for services through 
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session-limited county programs, and participants feel the constraints of this time-limited 
treatment detract from the quality of the treatment.  
   Challenges related more directly to the political climate included concerns about client’s 
safety, and the sadness that many clinicians felt about their client’s precarious situation, as well 
as their own inability to protect their clients outside of the therapy space. Clients were also more 
hesitant than before to divulge personal information in a therapy or assessment setting out of fear 
that their personal information would be shared with police or immigration authorities. Clients 
were reported to stop coming to appointments, or attend inconsistently, as a result of actions 
taken by the Trump administration. While the above safety concerns existed prior to the 2016 
election, many participants conveyed that their undocumented clients felt more fearful and less 
willing to trust providers directly after the election. Roughly half of the participants also spoke to 
the general uncertainty of the political climate with regard to immigration policy, and how this 
uncertainty impacted their clients as well as themselves. Participants reported that they struggled 
along with their clients in understanding the consistently changing policies of the Trump 
administration, and offering clients current information and guidance on the ways they may be 
impacted took additional time and research on the part of the clinician.   
   These findings echo much of what is seen in the literature regarding the challenges that 
commonly arise when serving undocumented immigrants. Qualitative research conducted 
immediately after the 2016 election in Texas with healthcare providers serving Latinx 
communities found that most of the providers in the study described immigration concerns 
associated with accessing services, with one provider sharing that “immigrant clients don’t want 
to be traced and want to remain under the radar in the current political climate” (Held, Nulu, 
Faulkner, & Gerlach, 2020, p.7). Participants in this study reported that newly engaged as well as 
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existing Latinx clients were not showing up to appointments immediately after the election, and 
in the case that services were available to undocumented clients, these services were being 
utilized at lower levels due to client’s fear of deportation and family separation.   
   The challenges identified by participants of this study also align with the Baranowski’s 
(2014) description of the challenges therapists experienced as they provided services for 
undocumented immigrants from Mexico. Participants in Baranowski’s qualitative study reported 
that “their education did not prepare students to address legal barriers experienced by their 
clients, and as a result, young practitioners struggled with understanding the implications of local 
and national policy on their clients’ clinical presentations” (p. 94).  Participants of the current 
study endorsed a similar experience, regardless of the number of years they had been in practice, 
and described the difficulty of understanding and keeping up with the legal policy affecting their 
undocumented clients, many of whom were coming to clinicians for guidance and support.  
   Participants of this study also echoed what Baranowski (2014) and so many others 
describe as a major challenge in work with undocumented immigrants from predominantly 
Spanish-speaking countries: a lack of Spanish-language resources. As Baranowski (2014) notes, 
“Without an institutional commitment to providing Spanish-language resources for their clients, 
bilingual clinicians find themselves taxed with the burden of hastily translating text-based 
materials in the moment or dedicating substantial time outside of their work hours to developing 
these resources themselves” (p.96). Participants of the current study offer illustrations of how the 
paucity of Spanish-speaking providers affects clinical work, including reports of non-Spanish 
speaking colleagues using Google Translate to communicate with their clients and one 
participant who shared they spend their personal time translating assessment reports for Spanish-
speaking clients, who would otherwise not have an understanding of the diagnoses and 
 
 100 
recommendations included in such reports.  
5.3 Question 3: What are the issues and themes present in post-election treatment? 
   Similar to the topic of challenges in services provision, participants shared many themes 
that presented themselves in therapy with undocumented immigrants from Latin America, some 
of which were related to the election or political climate, and others that were more enduring and 
touched on issues that preceded the Trump administration. All of the clinicians provided 
examples of the significant psychological distress their undocumented clients experience, often 
on a daily basis. Examples of this distress included fear of deportation for themselves or a family 
member, hypervigilance, anxiety, depression, sleeplessness, and symptoms of PTSD from past 
experiences with trauma. This finding provides further context for the report published by the 
American Psychological Association indicating that psychologists are seeing an increase in the 
number of immigrant patients who are experiencing anxiety and hopelessness under the changing 
policies of the Trump administration (Stringer, 2019). 
   All of the participants also reported concerns their clients share about family separation, 
including fear of a future separation or the repercussions of a past separation. Clinicians reported 
that many families struggled with the dynamics of having mixed legal status within the family 
unit, with parents fearful of being taken from their children and young U.S.-born children 
experiencing confusion or distress about the situation their family is in. Most participants 
described the racism or discrimination their undocumented Latinx clients face as a result of the 
stereotypes surrounding them, with the degrading remarks made the president emboldening 
others to say similar things about undocumented people.  
   Most clinicians also shared their perception that their undocumented clients feel a general 
sense of distrust for the systems around them, including schools, law enforcement, healthcare, 
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social services, and healthcare providers, with an expectation that clients will be discriminated 
against or harmed due to their legal status. As a result of this distrust, many clinicians reported a 
trend in undocumented clients isolating themselves to the extent that they will not leave home or 
send their children to school, with an observed increase in isolating behavior since the 2016 
presidential election. Uncertainty about the future was a commonly mentioned theme brought up 
by participants, with clients navigating through anxiety and an inability to make plans for the 
future amidst constant changes and the possibility of new restrictive policy. Finally, many 
clinicians also reported an increase in requests from clients to support immigration proceedings 
since the election, such as psychological evaluations or letters of support for visa and asylum 
applications. 
   While many noteworthy themes were described by participants, the impact that the 
political climate was reported to have on families and children carries particular significance 
given the ongoing controversy around the separation of migrant parents and children at the U.S. 
border. Data collected from undocumented Latinx parents in 2012 and 2013 reported that they 
felt “trapped, burdened by the constant threat of separation from their children, and discouraged 
by how their undocumented status affects family process” (Berger Cardoso, Scott, Faulkner, & 
Lane, 2018, p. 8), an experience that was likely heightened in severity after the restrictive 
policies and aggressive anti-immigration tactics of the Trump administration were implemented. 
The chronic fear of family separation, as was noted to be a major stressor in the lives of 
undocumented children and adults by the participants of this study, releases a cascade of stress 
hormones in the bodies of children that can become toxic, leading to lifelong developmental and 
health sequalae (Wood, 2018). Stress hormones can cause inflammatory and immune changes in 
the body, which can in turn lead to the development of illness. Research has suggested that 
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children as young as three are aware of the Trump administration’s anti-immigrant position and 
the possibility of being separated from a parent (Cervantes, Ullrich, & Matthews, 2018) and are 
therefore likely experiencing a great deal of stress early in their development.  
   Undocumented immigrants who have fled dangerous circumstances and experienced 
some degree of trauma, as many Central American children and families have, may have had 
mental health needs prior to their arrival in the U.S. and are already in a vulnerable state as they 
fear further family trauma in the form of separation. At a time when children are in great need of 
support, the restrictive policies presented by the Trump administration toward Latinx 
communities present “further barriers to health service engagement and risks increasing the 
health disparities and number of children living with unmet health needs” (Wood, 2018, p. 5). 
 The hostile climate around immigration policy has additional implications for the family 
unit beyond the threat of family separation. Ayón & García (2019) examined the relationship 
between discrimination and Latinx parent’s practices toward their children, with an 
understanding that an anti-immigrant context in the U.S. has increased the amount of 
discrimination Latinx immigrant families face. The study found that parents who perceived 
themselves as receiving a high amount of discrimination experienced more challenges in their 
parenting practices as compared with parents who experience less discrimination. The authors of 
the study postulated that parents may be “highly stressed due to their encounters with 
discrimination and thus less available for their children, resulting in lower parental monitoring 
and supervision, less consistent disciplining, and engaging in harsher discipline” (p. 822).  
Most of the participants in the current study reported that their undocumented clients do 
experience some degree of discrimination and do experience challenges in the child-caregiver 
relationship. While the link between these two themes was not discussed by participants, the 
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findings presented by Ayón & García (2019) provide context for the ways in which external 
stressors impact the dynamics within a Latinx family, and a mechanism by which the political 
climate may cause additional distress in children of undocumented parents.  
5.4 Question 4: How do practitioners perceive the psychosocial resources available to 
undocumented immigrants in their area?  
   When asked about the availability of resources in the community for undocumented 
clients to access or be referred to, most participants spoke about the general scarcity of resources 
as well as the barriers to accessing existing resources. A separate consideration mentioned by 
multiple participants was the scarcity of community resources that offered bilingual services, as 
many undocumented Latinx clients are monolingual Spanish-speakers or speak an indigenous 
language native to a Central American region with some knowledge of Spanish.  
   Several participants noted their work site’s inability to treat drug and alcohol use 
disorders, yet having few to no outside referral options for clients dealing with chemical 
dependency. Additional resources that were described as being needed yet in short supply were 
food banks, legal services with low fees and Spanish-speaking capacity, bilingual assessors to 
assist with psychological evaluations for asylum applications, and assessors for educational 
evaluations for undocumented parents trying to advocate for their children in a school setting. 
Many participants also noted that the availability of resources is one of multiple concerns around 
access, as undocumented immigrants may be hesitant to utilize existing resources out of fear of 
visibility or their immigration cases being jeopardized.  
   As far as mental health services, participants noted barriers to resources that included the 
session limitations imposed by county programs linking undocumented immigrants to mental 
health providers, long wait lists for individual and family therapy at community health centers, 
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and the threat of budget cuts to MediCal that would put community health centers serving 
Spanish-speaking populations in a vulnerable financial position. Overall, the general scarcity of 
bilingual mental health providers taking on undocumented clients was described as a challenge 
for clients and providers.  
   Interviews and focus groups with healthcare providers who serve Latinx immigrants in 
Texas shortly after the 2016 election had similar findings, with limited resources for 
undocumented immigrants emerging as a main theme in this qualitative study (Held, Nulu, 
Faulkner, & Gerlach, 2020). Overall, services were noted to be limited for people without 
documentation, regardless of whether they had a medical diagnosis. The services that were 
described as being generally available were legal support and Know Your Rights trainings, yet 
legal resources often came along with long waitlists and prohibitive costs.  
5.5 Question 5: How do clinicians talk about the risk and protective factors they see among 
their undocumented immigrant clients who may be impacted by the current changes 
immigration policy?   
   This question aimed to examine the factors that appear to most significantly impact the 
wellbeing of undocumented immigrants during a time of heightened stress, in order to inform 
recommendations for psychosocial interventions. Social and community networks were most 
commonly cited an important protective factor, with nearly all of the participants offering 
examples of family, religion, school, employer support, and community resources as beneficial 
for their undocumented Latinx clients. Most participants also remarked on the inherent hope and 
resiliency their see in their undocumented clients, with the goal of a better future for themselves 
or their family propelling them forward. Additionally, several clients described client’s efforts to 
stay connected to their native culture through art, music and dance as a source of resilience.  
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   The sources of resilience among Latinx clients reported by participants of this study have 
been highlighted in other research as well. Family is a central source of strength in Latinx culture 
(Reyes & Elias, 2011), and values around family solidarity and support have been linked to 
better individual psychological health, “more positive coparenting and emotional climate among 
couples” (Torres et al., 2018, p. 849; Santiago & Wadsworth, 2011; Sotomayor-Peterson, 
Figueredo, Christensen, & Taylor, 2012), and protection against the impact of migration-related 
stressors (Ornelas & Perreira, 2011). Religion has also been previously established as an 
important protective factor, with past research demonstrating the buffering effect religious 
coping has had on Mexican and Central American youth who were exposed to violence (Epstein-
Ngo, Maurizi, Bregman, & Ceballo, 2013). All of the protective factors described by in this 
study can be utilized by clinicians in order to tailor therapy to the strengths of their 
undocumented clients, such as supporting familial bonds and highlighting the various forms of 
coping and expression that can be found in clients’ native cultures.  
   With regard to the factors that most negatively impact the wellbeing of their 
undocumented clients, nearly all participants reported socioeconomic factors such as low pay, 
having to work multiple jobs to support themselves and family, and living in crowded housing 
that leaves no room for privacy. Most of the study participants were based in the Bay Area at the 
time of the interview and many of them described the stress associated with the high cost of 
living, with many of their undocumented clients displaced or otherwise negatively affected by 
rising housing costs and gentrification. Poverty has long been associated with poor health 
outcomes, with links established between persistent poverty and depression, low self-esteem, 
loneliness, and drug use among youth (Butler, 2014). Having undocumented status further limits 
employment options and creates vulnerability for exploitation in the work setting, which further 
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contributes to chronic poverty (Hall & Greenman, 2015; Torres et al., 2018). 
   In addition to financial stressors and instability, most participants also described the 
looming threat of deportation as damaging to the mental health of their undocumented clients.  
The ever-present fear of being forcefully removed from the United States and separated from 
family evokes a great deal of anxiety in clients, and as one participant elaborated, this fear of 
deportation exacerbates existing stressors, such as those that come with trans identity, anxiety, 
preoccupation or tension between family members, and lack of familiarity with one’s native 
country.  Similar to the findings presented in this study, Dreby (2015) found that the fear of 
deportation and mistrust of governmental institutions increases risk for mental health challenges, 
including depression and anxiety, and worsening academic performance among children. 
Similarly, a recent review of 10 empirical studies over the past 20 years that examined children’s 
wellbeing prior to, during, and following a deportation-related family separation found that upon 
separation from their parent, children experienced many negative outcomes, including “fear, 
anxiety, depression, trauma, behavioral issues such as isolation, conflict, and academic 
difficulties” (Lovato, Lopez, Karimli, &Abrams, 2018, p. 114).  
   Having a history of exposure to trauma, which is the case for many undocumented 
immigrants, was also reported as a risk factor that threatens the continued wellbeing of 
undocumented immigrants. Most participants noted that their undocumented Latinx clients had 
experienced past trauma and may be struggling with symptoms of PTSD, and some elaborated 
on how this trauma history impacts their state of mind in the U.S. political climate of the time. 
For example, one clinician shared that some of their clients grew up in violent situations where 
they had no control, and they similarly feel out of control in the U.S. Another young client with a 
history of sexual abuse had a recurrence of trauma-related stress when the reports of President 
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Trump’s misogynistic remakes during an interview with Access Hollywood dominated media 
headlines. A study conducted by Li (2015) examined how pre-migration trauma exposure 
contributed to multiple post-migration acculturative stressors for Asian and Latinx immigrants in 
the U.S., and results suggested that pre-migration trauma among Latinx immigrants is associated 
with “increased likelihood for reporting feeling guilty for leaving family/friends, social isolation, 
legal status stress, and language-based discrimination” (p. 9). Given the likelihood that 
undocumented Latinx clients may have been exposed to trauma before, during, or after their 
migration to the U.S., comprehensive mental health services for undocumented clients should 
include an understanding of the types of traumas families and individuals encounter before 
building a life in the U.S. as well as the “potential additive traumas inflicted by immigration 
policies and climate” (Torres, et al., 2018, p. 845). 
   Media consumption more broadly was cited by participants of this study as a harmful 
influence on undocumented client’s mental health, with anxiety among individuals and families 
increasing as they hear about ICE raids and further restrictive immigration policy in the news. 
Some participants reported their clients experience an activation of their own traumatic 
memories and related distress when they hear about the hardship of other people attempting to 
cross the U.S.-Mexico border in the news. Child clients or children of adult clients were also 
reported to display signs of distress after exposure to the media or news surrounding immigration 
policy, with children having nightmares and clinging to parents after listening to news that was 
on in the background of the household.  
   A recent qualitative exploration of perspectives of mental health professionals working 
with Latinx youth (Santos, 2019) reported the clinicians’ observation that, in the current political 
climate, Latinx adolescents report experiencing negative emotions, such as anger, fear, and 
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anxiety, as a result of the increase in anti-immigrant rhetoric in the general population as well as 
in the standard news media and on social media platforms. Internet access and social media 
usage are ubiquitous in the lives of adolescents in the U.S., with estimates from 2015 indicating 
that 86% of Latinx youths own a cell phone (Lenhart, Purcell, Smith, & Zickuhr, 2015), a 
statistic that has likely since risen. As a result, adolescents have easy access to a steady stream of 
disturbing news reports highlighting the violence, trauma, and human rights violations people 
from Mexico and Central America are experiencing, which can have deleterious effects on their 
physical and mental wellbeing.   
5.6 Question 6: How have practitioners experienced their own ability to provide care 
following the election? 
   Participants in this study shared their personal reactions to the results of the 2016 election 
and general political climate, and nearly all reported experiencing negative emotional responses 
they needed to process in the immediate aftermath of the election before they could provide 
clinical services to others. The days and months following the election contained reported 
experiences that ranged from feeling overwhelmed and distraught, sadness for the undocumented 
community as well as for the general direction represented by the incoming administration, fear 
and anxiety around how to counsel undocumented clients, anger about the systemic injustices 
targeting undocumented immigrants. Multiple participants expressed feeling briefly 
compromised in their ability to provide services as they navigated through their own intense 
emotions, with clinicians mentioning feeling a sense of gratitude for not having to see clients the 
day after the election or for opportunities to process their reactions with their colleagues.  
   These findings highlight the collective grief and distress that mental health providers may 
experience alongside their clients, regardless of their role as providers who aim to contain and 
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alleviate the distress of others. The participants of this study were not unique in their experience 
of stress related to the political climate. A 2017 report put out by the American Psychological 
Association found that the 2016 presidential election season was a somewhat or very significant 
source of stress for more than half of Americans (52 percent), and 63 percent of Americans 
reported significant stress about the future of the nation (American Psychological Association, 
2017). 
   Since the election, a handful of studies and articles have examined political self-
disclosure on the part of the therapist, and how sharing of personal information has affected the 
therapeutic relationship with clients (Aibel, 2017; Bulow, 2020). One such study examined 
survey data from 604 therapy patients from all 50 states and who were comprised of Democrats, 
Republicans, and came from diverse ethnic and racial backgrounds in order to investigate the 
effects of the 2016 presidential election and the Trump administrations actions on patients’ 
experiences in therapy (Solomonov, 2018). Results showed that approximately two-thirds of 
patients have had political conversations with their therapists, and almost half of the sample 
reported that they would like to speak about politics more often in their sessions. Additionally, 
approximately two-thirds of participants reported that their therapists disclosed their political 
orientation explicitly or implicitly, and patients whose therapists implicitly disclosed their 
political orientation reported the highest levels of therapeutic alliance (Solomonov, 2018). In his 
reflection on the ways in which the 2016 election and post-election policies of the Trump 
administration have affected psychotherapy, Farber (2018) shared that many fellow-therapists 
have “allowed their political convictions and beliefs to be known to many of their clients to a far 
greater extent than other parts of their personal world” (p. 715), and bringing political issues into 
the therapy room can have clinical benefits, including facilitating the therapeutic alliance.  
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   Collectively, these findings suggest that there is space for clinicians to bring their 
worldview into the therapy space, and in addition to strengthening the therapeutic alliance, 
naming their own political orientation and beliefs may help the therapist regulate themselves as 
they navigate through their own responses to current events. As Bulow (2020) states in sharing 
her qualitative exploration of therapists’ experiences regarding political material in 
psychotherapy, “The pull of the need to commiserate and join with clients, when feelings were 
shared, initiated authentic and neurobiological responses in session, creating moments of 
spontaneity and creativity and deepening a sense of connection and intimacy within the dyad, 
resulting in growth for the therapist” (p. 150). 
5.7 Question 7: What is the impact of undocumented immigrants' distress on the wellbeing 
of clinicians? 
   The clinicians who participated in this study provided insight into their experiences 
serving undocumented clients from Latin America, as well as clients with undocumented family 
members, and how these client characteristics impact the clinicians’ wellbeing. Most of the 
participants described their work with undocumented clients as particularly stressful, due to the 
intensity of the stressors and traumas that clients have experienced as well as the necessity of 
taking on additional work to support clients (e.g., staying up-to-date on current events and 
protocols to protect clients). This finding supports the research conducted by Mesa et al. (2020), 
whose interviews with health and social service providers predominantly serving Latinx 
immigrants in Michigan found their experiences in providing services to immigrant clients were 
congruent with definitions of secondary trauma stress and compassion fatigue, and the distress 
that providers felt was exacerbated by an increased demand to meet clients’ needs (e.g., assisting 
with legal paperwork and explaining or translating documents into English). Likely adding to 
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these stressors is the sense of powerlessness that many clinicians described feeling in their efforts 
to help their clients, an experience which parallels the feeling of powerlessness clinicians 
reported seeing among their clients. Nearly half of the participants explicitly described feeling a 
sense of powerlessness as they witness the suffering their undocumented clients are 
experiencing, while feeling there is little they can do to ameliorate their clients’ circumstances. 
   In addition to the stress they may feel, most of the participants also described a strong 
sense of motivation to serve and support their undocumented clients, including a renewed sense 
of engagement in clinical work following the results of the 2016 election. Multiple participants 
described their engagement in activism outside of work in the form of marches and community 
events focused on supporting the rights and safety of undocumented people.  The flip side of this 
sense of enthusiasm was a heavy sense of responsibility for clients’ care, which was emphasized 
by clinicians conducting asylum evaluations and letters of support that are critical for positive 
outcomes in immigration proceedings.  
   The importance of self-care was highlighted by participant of this study, including taking 
time to process current events before providing services to clients. Several participants noted 
their own history with vicarious trauma and described the necessity of boundary setting and 
recognizing personal limits when working with vulnerable populations. Examples of boundaries 
established by clinicians were limiting the number of clients who are low-income, monolingual 
Spanish-speakers and not doing work that falls outside of the scope of therapy, such as helping 
clients apply for legal residence.    
   In addition to self-care, peer support was noted to be an important aspect of promoting 
well-being among clinicians serving Latinx and undocumented clients. Participants described a 
need to lean on like-minded colleagues and friends to maintain their ability to provide care to 
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others. A handful of participants reported belonging to groups for Latinx therapists, which was a 
valuable source of community, support, and information-sharing for clinicians who otherwise 
feel isolated and overwhelmed as one of the few bilingual providers in their area.  
5.8 Limitations 
   This study took great care to follow the recommendations of experts in the field of 
qualitative research, and to adhere to the methods of Consensual Qualitative Research more 
specifically. The limitations of this study should be considered, however, when conceptualizing 
the applicability of study findings to a broader population. Composition of the study sample 
requires careful examination within qualitative research, particularly if the sample was 
heterogenous or anomalous in some way (Hill, 2012). This study did not select participants at 
random, but rather participants volunteered their time after learning about the study through 
specific listservs (NorCal-CBT Network, Alameda County Psych Association, Hispanic 
Neuropsychological Society). As such, the sample is comprised of clinicians who have a specific 
interest in the topics or regions the listservs target and who resonated with the study topic enough 
to contact the author for recruitment. Additionally, the recruitment strategy may have pulled for 
therapists who have a predilection for activism and/or community engagement, given their active 
involvement with the previously mentioned listservs. The sample leaned heavily toward 
participants who identified as female and possess a liberal political identity. These characteristics 
of the study sample leads the author to caution against generalizing these study findings to the 
larger population of clinicians serving undocumented immigrants from Latin America, as the 
differences are not clear between the study participants and other mental health clinicians who 
did not volunteer to participate or who do not belong to the previously mentioned listservs.  
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Qualitative research generally calls for small sample sizes as the norm due to the time-
consuming and intensive nature of the analysis process. The sample size of this study was 15, 
and while this count is small compared to the sample sizes found in quantitative studies, it is the 
maximum sample size suggested by the CQR guide offered by Hill et al. (1997). All participants 
of the study were selected because they had the type of experience the author was interested in 
and could describe their experiences in great detail, yet the sample used in this study had a level 
of heterogeneity with regard to work site that limits the authors’ ability to make site-specific 
recommendations. Had the sample be defined to include only school-based clinicians or 
clinicians in private practice, a richer understanding of those distinct environments would be 
offered.  
In regards to the research team, all four members of the team as well as the study auditor 
identified as registered Democrats or politically liberal. All members of the team shared a 
common perspective in disagreeing with the Trump administration’s stance on immigration and 
all were generally in support of people fleeing adversity in their native country for the perception 
of relative safety in the U.S. Given these shared perspectives, it is possible that the research 
team’s common personal opinions influenced the data and another research team with different 
backgrounds and political opinions may have arrived at conclusions that differ slightly than those 
presented in this paper. Similarly, the political orientation of the interviewer aligned with that of 
a majority of the study sample, and it is possible that this alignment of perspective affected the 
interviewer’s follow-up questions and probes in some way. As Hill et al. (2005) note, however, 
“biases are a natural part of this process, rather than indicative of problems in data analysis” (p. 
7). Care was taken at each step of the analysis to be mindful of biases, and the team’s diverse 
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backgrounds, the richness of conversations to reach consensus during analysis, the size of the 
team, and the use of an external auditor all offered opportunities to limit or check against bias.   
It is also important to note that the study examines the views of clinicians on the 
experiences of their clients, undocumented immigrants from Latin America, with no data 
available from the perspective of the clients themselves. The participant’s clients come from a 
number of countries in Latin America and represent diverse cultures, and while this study 
conflated these cultures for the purpose of broadening the study inclusion criteria and 
maximizing recruitment (i.e., not limiting recruitment to clinicians who serve undocumented 
clients from a specific country), the author recognizes the nuance that is present within cultures 
and the distinct experiences Latinx people have based on their country of origin. The study also 
does not present data on the characteristics of undocumented immigrants from Latin America 
who seek out mental health services, and the ways in which these clients may or may not be 
representative of the larger populations of undocumented immigrants from Latin America in 
California or nationwide. The current study intentionally did not seek out information about the 
participant’s clients beyond the specific research questions in order to protect the safety of 
clients, and to assure participants that their involvement in the study would in no way negatively 
impact the vulnerable communities they serve. It is possible that those who have contact with 
mental health clinicians hold a different and more favorable view of mental health services than 
their peers, and this sample may not be representative of other undocumented immigrants 
experiencing clinically significant psychological distress.   
   When considering the validity of the study, the trustworthiness of the research process is 
to be examined, a concept which Hill et al. (1997) describe as the “degree to which the results of 
a study can be trusted” (p. 556), or in other words, “the researchers’ claim to have used 
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appropriate, adequate, and replicable methods and to have correctly reported the findings” (Hill, 
2012, p. 175). Trustworthiness is particularly important in qualitative research due to the 
subjective nature of the analysis, and the potential for researcher bias to influence the study 
conclusions. In order to bolster the level of trustworthiness in the current study, a single 
interviewer was used across participants to encourage consistency, and open-ended questions 
were used during interviews to limit bias when assessing the participant’s perspective. The 
author provided detailed information regarding the study inclusion criteria, recruitment strategy, 
and the characteristics of the sample. A description of the interview process was offered and a 
copy of the interview protocol is provided in the appendix. Interview transcripts were sent to 
participants for their review prior to analysis in order to strengthen the data. The author presented 
a description of the steps taken in the data analysis, during which a diverse group of research 
team members were used to examine the data independently and then argue to consensus. The 
functioning of the team was monitored to assess for a healthy degree of disagreement and an 
outside auditor was used to examine the data team’s work and offer feedback. The author has 
taken effort to ensure that enough detail has been provided should other researchers choose to 
replicate this study. 
5.9 Clinical Implications  
   The purpose of this study was to collect narratives from mental health clinicians about 
their experiences serving undocumented immigrants from Latin America at a time when a new 
political administration was stoking the flame of anti-immigrant sentiment. Throughout the 
Trump administration, new policies that were often first introduced to the public through social 
media announcements by the president created an uncertain landscape for immigrant 
communities. As previously described, there is a growing body of literature focused on the 
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mental health of Latinx communities, and small number of studies examining the mental health 
of undocumented immigrants from Latin America, more specifically. Such research offers 
insight into the impact of the trauma many undocumented people have experienced, risk factors 
for further psychological distress, areas of strength and resilience, and recommendations for 
mental health treatment that takes into account the sociopolitical and cultural influences in the 
lives of clients. The results of this study echo findings from previous research regarding the 
vulnerabilities of undocumented clients as well as the ways in which mental health clinicians can 
be helpful in addressing the unique needs of immigrant populations.   
 Far less noted in the existing psychotherapy research literature are the personal 
experiences of clinicians who are serving undocumented communities and how their own 
wellbeing is impacted by their clients as well as the current events that affect clients and 
clinicians collectively. To this author’s knowledge, this study is the first qualitative effort to 
collect narratives from clinicians serving undocumented clients in California, where the largest 
number of undocumented people in the U.S. reside. This study presents a unique contribution to 
the existing literature surrounding clinician wellbeing and the mental health community’s 
understanding of the ways in which clinical work with immigrants is impacted by the political 
climate.  
 Below is a list of recommendations for providing mental health services to undocumented 
immigrants from Latin America, culled from the results of this study. These recommendations 
are in line with those offered by the California Psychological Association (Hernandez, 2018) as 
well as the American Psychological Association (2013) in their effort to establish best practices 
for mental health clinicians serving immigrant communities. The suggestions made by the 
American Psychological Association (2013) preceded the Trump administration and remained 
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relevant in 2018, the time of data collection, when the socio-political zeitgeist felt imbued with 
more tension and more explicit anti-immigrant sentiment. Undocumented immigrants continue to 
report to their therapists a sense of distress, fear of deportation and family separation, uncertainty 
about the future, distrust for institutions and resources, and isolating behavior as a result of this 
distrust, although it is likely that these experiences have felt heightened in recent years as the 
Trump administration took action that enforced its explicitly anti-immigrant stance. The 
qualitative findings offered by Baranowski (2014) during the Obama administration highlighted 
many of these same stressors and challenges, leading to the conclusion that while the results of 
this study were found within a different context that contained more politically charged anti-
immigrant rhetoric, severe and chronic adversity has existed among undocumented communities, 
regardless of the elected leaders in place. The recommendations below are meant to ameliorate 
the circumstances of undocumented immigrants within the context of therapy, and in addition, 
“additional research and, more important, public health action are urgently needed to mitigate the 
damaging effects of intensified anti-immigration enforcement measures and restrictive 
immigration policies on health (Bruzelius & Baum, 2019, p. 1788). 
 Of the published guidance for mental health clinicians serving undocumented immigrants 
known to this author (American Psychological Association, 2012; American Psychological 
Association, 2013; Fernandez, Chavez-Duenas, & Consoli, 2015; La Roche, Lowy, and Rivera, 
2017; Hernandez et al., 2018; Cadenas, Campos, Minero, & Aguilar, 2020), no suggestions for 
best practices are offered that take into consideration the wellbeing of the provider beyond brief 
mentions of the importance of self-care. The current study presents a set of suggestions for 
supporting providers who care for undocumented immigrants from Latin America below.  
Participants of this study highlighted the ways in which they felt deeply affected by the results of 
 
 118 
the 2016 election and ensuing political climate, and many felt the same fears and concerns their 
clients were conveying. Therefore, the results of this study serve as an encouragement for the 
mental health community, including the institutions that employ and develop guidance for 
mental health providers, to examine the ways providers can be supported as they care for 
vulnerable communities, particularly in the face of current events that cause collective trauma, 
grief, or distress.  
Since the study data was collected in 2018, it appears that the challenges faced by 
undocumented Latinx immigrants in the U.S. have not improved and have likely gotten worse. 
Many of the families separated by immigration officials under the Trump administration have 
still not been reunited. The coronavirus pandemic has had an unprecedented impact on every 
community in the U.S., and Latinx individuals, who are “more likely than other Californians to 
work in essential industries and less likely to have the resources or space to isolate themselves if 
they get infected, have been sickened and have died at disproportionately high rates” (Cowan & 
Arora, 2021). The pandemic has presented another collective experience that has upended the 
daily lives of people, therapists and clients alike.  
In the first months of the pandemic, tens of thousands of migrants were being held in 
detention facilities and local jails, creating conditions that put detainees at heightened risk for 
transmitting the coronavirus (Miller, Ripepi, Ernstes, & Peguero, 2020). As the pandemic has 
progressed, reports from healthcare workers about the impact of Covid-19 on undocumented 
Latinx communities underscore the same observations reported by participants of this study: 
Bilingual staff are critical to understanding the sentiments and cultural nuances offered by 
monolingual Spanish-speaking patients, undocumented immigrants fear interacting with 
institutions, poverty fuels illness (in this case, viral transmission), and crowded housing/housing 
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instability exacerbates vulnerability to illness (Page & Flores-Miller, 2021). As clinicians 
continue to support clients while simultaneously navigating through their own pandemic-related 
challenges and the unprecedented impact of the pandemic on the nature of therapy (i.e., 
switching from in-person to remote therapy), examining the unique needs of undocumented 
clients as well as the needs of clinicians is critical to the delivery of high-quality and sustainable 
psychotherapy services.  
5.10 Recommendations for Providing Mental Health Services to Undocumented 
Immigrants from Latin America 
   The following recommendations for providing mental health services to undocumented 
immigrants from Latin America are based on the results of this study: 
1) Embrace an ecological perspective. “An ecological framework proposes that the human 
experience is a result of reciprocal interactions between individuals and their 
environments, varying as a function of the individual, his or her contexts and culture, and 
time” (American Psychological Association, 2013, p. 7). The results of this study 
highlight the ways in which undocumented Latinx immigrants are impacted by external 
stressors such as the political climate and public perception of undocumented people. 
Therapists can explore the various facets of their undocumented client’s environments 
pre- and post-migration, and use this understanding along with their knowledge of the 
client and awareness of the socio-political climate in the United States when assessing 
symptoms and developing diagnoses and treatment plans.  
2) Establish trust. This study as well as many other reports indicate that undocumented 
immigrants are afraid to access services when their feel threatened by events unfolding in 
the media, even when those services are readily available. Establishing trust has been 
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identified as a method to help overcome fear associated with program engagement, and 
this can be done by providers taking the time to establish themselves and their services 
through community outreach with undocumented immigrants in their area (Held, Nulu, 
Faulkner, & Gerlach, 2020).  
• An additional strategy for building trust highlighted by study participants, and an 
important intervention in its own right, is providing clients with information 
regarding their legal rights and resources. Brochures, informational cards, and 
pamphlets are all useful ways of educating clients on ways they can protect 
themselves and can help build upon the sense of safety and connection that is 
strived for in the therapeutic alliance. Due to undocumented immigrants’ fear of 
raids at provider organizations (Held, Nulu, Faulkner, & Gerlach, 2020), 
clinicians can also provide clients with detailed information about the ways in 
which their organization is set up to protect client’s safety, including protocols 
and policies that are in place to protect client information from immigration 
enforcement officials.  
• Consider self-disclosure regarding political orientation and personal values. 
Appropriate levels of self-disclosure have been shown to strengthen the alliance 
between clinician and client (Solomonov, 2018; Aibel, 2017; Bulow, 2020). 
When a regional, national, or global political event occurs that affects therapists 
and clients alike, a conversation around the collective experience may be 
beneficial in helping both the therapist and the client feel connected and/or 
understood, and particularly in a situation in which the client’s safety and rights 
are at risk, a disclosure from the therapist aligning their values with the clients 
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may build trust and help the client to feel mores secure. In their recommendations 
for service provision with young undocumented Latinx clients, La Roche, Lowy 
& Rivera (2017) note the difficulty clients may have in trusting their therapists “if 
the relationship does not rest on common beliefs” (p. 28), and clinicians who 
share similar political views and articulate these views may be more effective 
with undocumented clients. 
3) Provide linguistically and culturally appropriate services. Informational materials 
such as program brochures and pamphlets offering immigration assistance should be 
available for clients in a language they can understand with fluency. Clinical reports, 
such as psychological assessment reports, should also be made available to 
undocumented clients in their primary language. A major challenge noted by this study as 
well as others was the dearth of Spanish-speaking mental health clinicians available to 
serve undocumented clients from Latin America. Efforts should be made by 
organizations to hire and train bilingual staff, and English-speaking clinicians serving 
Latinx clients through a translator should consider referring their clients to a Spanish-
speaking provider, if language is perceived by the clinician or the client as impeding the 
therapeutic relationship. The American Psychological Association (2013) offers 
additional guidance for providing culturally competent services to immigrant clients, 
including consideration of pre-migration factors, migration experience, reception in the 
new environment and trauma, symptom expression, changes in gender roles and 
intergenerational issues, and intersectionality/multiplicity of identity.  
4) Increase familiarity with immigrant-specific issues and the ethics around working 
with undocumented clients. This recommendation echoes the guidance put forth by 
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Hernandez et al. (2018), who encourages mental health providers to recognize the 
significant role providers play in educating clients, colleagues, and lay audiences with 
accurate information about immigrants, as well as language used in record keeping in 
order to protect clients against subpoenas (Hernandez et al., 2018). Additionally, having a 
basic understanding of the immigration system may help clinicians have a sense for the 
context their clients are operating within, help with the facilitation of clinical rapport 
building, and relieve pressure from clients to educate their providers on the policy and 
stressors affecting their lives (Cadenas, Campos, Minero, & Aguilar, 2020). While the 
onus is on the clinician to obtain the necessary training to effectively and ethically serve 
undocumented clients, the larger organization they work for as well as clinical training 
programs can support clinicians by offering guidance on immigrant-specific issues.  
5) Highlight issues around confidentiality in detail and present clients with reminders 
about the security and the limitations of confidentiality as needed. Undocumented clients 
are living with a state of insecurity with regard to their legal status and cannot take their 
safety for granted. In order to help clients feel comfortable with coming to the office of a 
mental health clinician and sharing personal information, they should be explicitly 
informed about the nature and limits of the relatively protected space of the therapy 
room. As suggested by the California Psychological Association (Hernandez et al., 2018), 
conversations with clients can include limits to confidentiality including court orders, in 
addition to mandated reporting obligations.   
6) Help clients establish plans to be implemented in the event of deportation. Many 
clients were reported to experience great distress when thinking about being separated 
from their family, and participants described their role in helping clients think through 
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logistics and make practical arrangements to ensure their children’s wellbeing if one or 
both parents were to be deported. Guidance is offered by the Brooklyn Community 
Foundation (2016) on the necessary steps to be taken in the event of detainment of a 
parent, such as deciding who will care for the child, letting other people know who will 
care for the child, filling out the necessary forms to give the person caring for the child 
some legal power to make decisions for the child, and making copies of important 
documents to give to the person who will care for the child. As La Roche, Lowy, & 
Rivera (2017) describe, collaborating with families in the development of safety plans 
reinforces the families’ sense of power over the situation they are in, and these plans can 
be employed as coping strategies when clients express anxiety or worry about the future.  
7) Help clients develop grounding and coping tools to manage distress in the midst of 
uncertainty. Nearly across the board, participants of this study identified anxiety in their 
clients as a result of shifting and increasingly restrictive immigration policies, harsh 
language used to describe Latinx people in the media, and difficulty in planning for the 
future. Various strategies were suggested by participants to in effort to help their clients 
cope, including validation of the external stressors impacting client’s lives, mindfulness 
meditation, relaxation exercises, deep breathing techniques, and journaling. Cadenas, 
Campos, Minero, & Aguilar (2020) offer further guidance on helping clients strengthen 
their psychological and behavioral coping strategies, including naming the psychological 
response being activated during periods of stress (e.g., fight, flight, freeze response, 
grief), providing guidance on how to verbalize emotions, identify emotions stored 
somatically or as sensations, providing validation and empathic, mindful and reflective 
listening, etc. La Roche, Lowy, & Rivera (2017) also note that psychotherapy strategies 
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are more effective if they are congruent with the client’s beliefs, and some clients may 
prefer praying rather than visualization techniques, for example. 
8) Encourage healthy communication between parents and children. For clinicians who 
work with children and families, participants of the study highlighted the importance of 
talking to parents about the ways in which they discuss the possibility of deportation and 
separation with their children. Participants reported that many parents shy away from the 
topic, leaving their children with confusion and anxious thoughts, while other parents 
speak too casually about deportation and do not consider word choice that fits the needs 
of their young children. It is recommended that clinicians discuss the parent’s 
communication style around the threats the family faces, and guide parents to speak to 
their children in a manner that is clear, up-front, and age-appropriate.  
9) Guide clients to minimize the amount of time they spend consuming xenophobic 
media and news reports. While undocumented immigrants do need to stay aware of the 
changes to immigration policy that may impact them, the over-consumption of news that 
portrays them in a negative light leads to spikes in anxiety, fear, and has the potential to 
activate traumatic memories. The onus for stopping the perpetuation of nationalist and 
anti-immigrant messaging ultimately falls on news media outlets, yet the consumers of 
media would benefit from a thoughtful approach to the amount and type of media they 
access. Assist clients with identifying trusted news sources they can access in limited 
amounts, and have conversations with clients about the link between media consumption 
and their well-being. Guide parents to be intentional about limiting the amount of 
media/news their children are exposed to, particularly their young children.  
10) Incorporate the strength and resilience of clients into clinical work. Existing 
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recommendations for incorporating a strengths-based approach into work with 
immigrants include “forming egalitarian therapeutic relationships, seeing client’s culture 
as strengths, displaying an awareness that clients are the experts of their own experiences, 
engaging in learning about the client’s cultural heritage, and understanding the role of 
power and privilege in therapy” (Cadenas, Campos, Minero, & Aguilar, 2020). 
Additionally, the California Psychological Association (Hernandez et al., 2018) 
recommends a strengths-based approach to clinical work with undocumented immigrants, 
including a “focus on resilience and collective strength, monolingual and bilingual 
psychotherapy in the client’s native language, and treatment plans that incorporate 
alternative forms of healing” (p. 5). The results of this study suggest that family, religion, 
and cultural practices such as art, music, and dance are all sources of resilience that could 
be explored and incorporated into mental health treatment. Therapists can also help their 
undocumented clients connect to the motivation and hope that fueled that journey to the 
U.S., as well positive aspects of self-image, such as seeing oneself as a “survivor.”  
11) Use a trauma-informed lens in clinical work. Undocumented individuals and families 
coming from Mexico and Central America may have experienced trauma in their native 
countries, and many who migrate are fleeing the threat of violence. Once in the U.S., 
undocumented immigrants are vulnerable to trauma in the form of immigration raids, 
forcible separation from family, placement in detention facilities, deportation, violence 
and discrimination, among others (American Psychological Association, 2013). 
Clinicians treating undocumented immigrants should have an understanding of the 
trauma their clients may have experienced or are threatened by, and how to treat this 
trauma in a way that respects the dignity and nuance of the client’s identity. Participants 
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in this study noted they use Trauma-Focused CBT, Eye Movement Desensitization and 
Reprocessing (EMDR), relaxation techniques, grounding exercises, and group therapy 
when treating clients who have experienced trauma and may be displaying symptoms of 
PTSD. Fernandez, Chavez-Duenas & Consoli (2015) offer specific recommendations for 
treating trauma-related distress in asylum-seeking minors, including suggestions to help 
clients develop pro-social coping strategies and allowing minors to use puppets, toys or 
art to express their emotions. 
12) Many of the participants described an increase in demand for psychological evaluation 
services for asylum seekers, with several participants receiving specialized training to 
perform such evaluations following the 2016 election. It is likely that such demand will 
continue to increase as more people around the world are displaced due to various human 
rights crises. Clinicians undertaking psychological evaluations should become 
intimately aware of recommendations and best practices for working with clients 
who have trauma to the extent that it has led to displacement, in order to protect 
client’s wellbeing and minimize vicarious trauma in the clinician. Such recommendations 
are offered by Baranowski (2020) and include participating in specialized training, 
providing services pro bono, collaborating with interpreters, engaging in culturally 
responsive clinical interviewing, and utilizing trauma-informed interviewing, among 
others.  
5.11 Recommendations for Supporting Mental Health Clinicians Who Provide Services to 
Undocumented Immigrants from Latin America 
Clinicians who participated in the current study shared their experiences serving the 
mental health needs of undocumented immigrants at a time of heightened tension and uncertainty 
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surrounding mental health policy. Participants also shared their personal responses to the 
political climate and the ways in which they felt challenged as well as supported in their work 
during the first two years of the Trump administration. The following recommendations are 
based on the results of the study and are offered as suggestions for supporting mental health 
clinicians who serve undocumented immigrant communities through future periods of collective 
distress: 
1) Protected time within organizations to support the wellbeing of clinicians. This 
protected time may take several forms: 
• In the immediate aftermath of an event that has the potential to cause 
collective distress among clinicians, the institution they belong to can support 
clinicians by providing them with time to step away from work and process 
their emotions and responses, without incurring any sort of penalty. Within 
the specific circumstances created by the Trump administration, clinicians 
who identified as Latinx reported an intense emotional reaction to the results 
of the election as well as fear for themselves and for family members. 
Additional levels of support and/or protected time may be needed for 
clinicians who feel personally affected by current events as they unfold, and 
administrators should create a safe space for staff to express these needs.  
• In addition to taking individual time as needed, organizations can plan for 
dedicated time for colleagues and peers to process events together. 
Participants of this study reported finding staff meetings to process clinicians’ 
responses in the immediate day(s) after the 2016 presidential election to be 
helpful.   
 
 128 
• Self-care is a common recommendation for clinicians, yet the onus remains on 
the individual clinician to carve out time and energy for the self-care practices 
they find most beneficial for their well-being. Given the known stressors of 
providing mental health services to vulnerable populations, as well as the risk 
of vicarious traumatization among providers exposed to the harrowing stories 
undocumented clients may share, clinicians would benefit from an 
institutionalization of the concept of self-care. This may take the form of a 
specific amount of time during the work week dedicated to clinician self-care, 
or the sponsorship of self-care activities during the work day, such as 
organization-supported exercise groups at the start, middle, or end of the day. 
Additionally, supervision for clinicians serving undocumented immigrants can 
prioritize conversations around self-care and boundary setting as methods to 
protect against vicarious trauma and compassion fatigue. In an effort to avoid 
burn-out, La Roche, Lowy & Rivera (2017) encourage clinicians to, when 
possible, “work within multidisciplinary and multiethnic teams that include 
psychologists, social workers, attorneys, and physicians that have access to 
different types of information, experiences and skills” (p. 30). 
2) Provide ongoing trainings and professional development opportunities with an 
emphasis on the various facets involved in serving undocumented clients, taking into 
consideration their culture, language, pre- and post-migratory stressors, and legal 
challenges. The actions of the Trump administration caused a great deal of uncertainty 
around immigration policy, given the frequent changes to policy that occurred, and 
clinicians whose organizations provided trainings and workshops to stay updated on the 
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political events impacting clients reported benefitting from such institutional support. The 
California Psychological Association (Hernandez et al., 2018) encourages psychologists 
to engage in education about the differences between themselves and undocumented 
immigrants, including formal (i.e., coursework, webinars), informal (i.e., popular media, 
books), and experiential learning opportunities to better understand their client’s unique 
life experiences.  
3) Seek out peer groups. Participants of the study described peer support as an invaluable 
resource, both for the sake of personal wellbeing as well as source of professional 
development and exchanging information that may serve clients. Additionally, clinicians 
in private practice may feel isolated in their work with clients, and peer support can 
facilitate a sense of belonging to a community of like-minded clinicians. Examples of 
peer support in the current study include staff groups, peer supervision, groups for Latinx 
therapists in a particular region, and meditation-based support groups.  
4) Consider involvement in activism. Mental health professionals can leverage their skills 
to advocate on behalf of communities and against policies that cause direct harm their 
undocumented clients. In addition to self-care and support on an individual or 
organizational level, involvement with a larger community of activists can provide a 
sense of solidarity and purpose in the pursuit of social justice, particularly during periods 
of imminent danger and injustice for vulnerable communities. The California 
Psychological Association (Hernandez et al., 2018) encourages psychologists to use their 
training in multiculturalism in the following ways: “(a) engage in broad-reaching 
educational efforts to dispel myths about immigrants; (b) enhance the cultural 
competence of other practitioners; and (c) increase cultural sensitivity and empathy 
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toward immigrants in the masses” (p. 3). Additionally, the California Psychological 
Association (Hernandez et al., 2018) suggests several avenues for psychologists to 
engage in advocacy to alter oppressive immigration policy, including “encouraging 
institutions to clarify their commitment to a social justice framework” and “fostering a 
culture of collaboration between community partners to build a network of support and 
consultation (p. 6). 
5.12 Future Directions  
The underexplored nature undocumented immigrant mental health as well as the 
experiences of clinicians serving such vulnerable populations leaves room for many avenues of 
further inquiry and exploration. Many of the participants of this study shared their appreciation 
for the questions posed during the interviews and gratitude for the existence of this research, 
leading the author to believe there is a great deal of willingness on the part of clinicians serving 
undocumented communities to contribute to research that improves upon the collective 
understanding of best practices for mental health service delivery for undocumented people from 
Mexico and Central American countries. Future studies would benefit from using a random 
sample to broaden the range of participant perspectives, as this study was limited to participants 
who predominantly identified as female and politically liberal. Future research might also 
compare the experiences of clinicians serving undocumented clients from Latin America in other 
states, particularly in the more politically conservative regions of the U.S. where more anti-
immigrant sentiment may proliferate than in California.    
This study examined the experiences of clinicians working in a variety of settings, and a 
deeper analysis of site-specific characteristics would be useful to tailor clinical recommendations 
to each environment. Such a study might explore the impact of the therapeutic setting on the 
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experience of clinicians (e.g., private practice vs. community health center), including the level 
of support they have and their ease of access to outside referral sites. Finally, this study is an 
exploration of the clinician’s conceptualization of their client’s case, which leaves room for a 
qualitative examination of the experience of the clients from their own perspective. Such a 
qualitative undertaking might ask questions about the impact of the political climate on client 
wellbeing, and the ways in which they feel best supported by their therapists. Future research 
might also offer a deeper exploration of the characteristics of the UI clients who do seek therapy 
in order to better tailer interventions to those clients as well as to better understand the barriers 
that prevent others from seeking out mental health services and outreach strategies that may be 
useful in engaging them. 
 This study offered insight into the experiences of therapists serving a vulnerable 
population at a time when that same population was being targeted by political leaders and the 
broader media. The data collected by this study are offered as a snapshot of a moment in time in 
which the antagonistic rhetoric displayed by the Trump administration coupled with restrictive 
immigration policy led to a heightened sense of fear and despair among many people in the 
Latinx community. The Biden administration has taken a decidedly different approach to 
immigration policy and the language used to describe people attempting to migrate to the U.S., 
and an attempt to replicate this study during the Biden administration may lead to different 
results. Yet, many of the policies that harm immigrant communities put in place by the Trump 
administration as well as preceding administrations persist and continue to cause varying levels 
of distress among undocumented people and those attempting to migrate to the U.S. Given the 
understanding that the participants of this study cannot be claimed to be representative of other 
therapists providing care for undocumented immigrants from Latin America in the U.S., their 
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narratives as well as future similar lines of inquiry remain an important offering for examining 
the impact of sociopolitical factors and systemic maltreatment on the mental health of 
undocumented people from Latin America.  
 Finally, this study touches on a growing call for psychologists to embrace a mindset of 
advocacy and consider the role they can play in working against structural forces that 
marginalize vulnerable communities. The concept of the “scholar-activist” has a long history 
within the social justice movement and describes “a tradition of exposing, subverting and 
challenging social injustices through a combination of various forms of scholarly work and 
activism” (Murray, 2012, p. 29; Murray & Poland, 2006). The American Psychological 
Association has repeatedly highlighted the position of psychologists as poised to “provide 
leadership as agents of prosocial change, advocacy, and social justice” (American Psychological 
Association, 2003, p. 16; Rosenthal, 2016; Melton, 2018), and this call to advocacy extends to all 
professional psychologists, including those operating within the clinical realm. The findings of 
this study illustrate the ways in which both therapist and client may feel impacted by the current 
events of the time, and the limitations many therapists feel in their role as clinicians who are 
unable to keep clients safe or provide support outside of the clinical setting. Increasing 
participation in the political events of the time, particularly in support of communities impacted 
by structural discrimination and trauma, offers an opportunity for clinicians to feel more 
empowered and active in supporting their clients, as well as the potential for personal fulfillment 
that accompanies working toward positive societal change.   
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Appendix A – Semi-Structured Interview Protocol 
Thank you for agreeing to participate in this interview. In this study, we're trying to learn more 
about the impact the 2016 presidential election and subsequent shifts in immigration policy have 
had on you, as a provider of mental health services to undocumented immigrants from Latin 
America, and how you feel these patients have been affected. This interview is just like an 
informal conversation, so please feel free to speak naturally about anything that comes to mind 
while we’re talking. Do you have any questions for me before we begin?  
 
Question 1: I just mentioned that I'm interested in learning more about your experience working 
with undocumented people following recent shifts in immigration policy in the U.S. First, can 
you tell me about the population you work with? (Probe: Ages? Gender? When did most of your 
undocumented immigrant clients come to the U.S.?) 
Question 2: Have the results of the 2016 election and the months that followed affected your 
work with undocumented immigrants? (Probe: How has the election affected your clients? Has 
your undocumented immigrant client load changed at all following the election?)  
Question 3: Can you tell me (more) about the challenges you are now facing as you work with 
undocumented immigrants? (Probe: What are the obstacles to providing high-quality care? How 
do you deal with these challenges?)  
Question 4: What are the issues or themes that are presenting themselves in recent months with 
your undocumented patients? (Probe: How often, how much, is this different than before?) 
Question 5: What are some factors that affect the well-being of your clients who have 
undocumented status? What are the factors that you think may be the most detrimental to their 
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mental health? What do you think are the most important protective factors or coping strategies 
you see in your undocumented clients? (Probe: How so? Has this changed in recent months?) 
Question 6: This election and the months that have followed have been politically and 
emotionally charged for many people. How have you experienced your own ability to provide 
care following the election?  
Question 7: How do you feel your own wellbeing is affected by working with clients who have 
undocumented status? (Probe: How so?)  
Question 8: When you think about your own political or social identity, how have your values 
and attitudes affected your work with undocumented immigrants following the election?  
Question 9: Can you tell me about the mental health or psychosocial resources available to 
undocumented immigrants in your area? (Probe: Do you feel the existing resources are 
adequate? Is the current resource level different than before?) 
Question 10: What strategies or resources have you found to be most useful in providing mental 
health services to undocumented immigrants, particularly in recent months? (Probe: How so?) 
 
Is there anything that we didn't cover in this interview that you'd like to add? Maybe a question 
you feel I should have asked but didn't? 
 
I will send you a copy of the transcript of this interview in the coming days so that you can 
review it and make any additions or clarifications you feel are necessary. This will help to make 




I'd like to sincerely thank you for participation in this study. How was the overall experience for 
you today? 
 
I will be in touch with the findings from this study as soon as they are available. Thank you again 


















































APPENDIX C – Recruitment Email Message 
 
My name is Marina Marcus and I am a doctoral student in the Clinical Psychology program at 
Teachers College, Columbia University. I am looking for individuals to participate in my 
dissertation research exploring the experiences of clinicians who work with undocumented 
immigrants from Latin American in the state of California. The specific focus of this study is on 
experiences providing psychotherapy to undocumented immigrants from Latin America 
following the 2016 presidential election and the shifts in immigration policy that have followed. 
Specific aims of this project are as follows: 
1. Gain an understanding of how current proposed immigration laws and policies affect the 
work of mental health practitioners, if at all. 
2. Evaluate the current major challenges faced by mental health practitioners who directly 
provide services to undocumented immigrants from Latin America in California. 
3. Examine what the field of mental health can learn from the successes and failures of 
these mental health practitioners during a time of instability with regard to immigration 
policy. 
4. Evaluate the implications for training mental health practitioners who provide services to 
undocumented immigrants from Latin America 
  
Participants are invited to share their experiences in a one-on-one, confidential, face-to-face or 
telephone interview that will last approximately 45 minutes. Participants will receive a $50.00 
Visa gift card as compensation for participation. 
If you are willing and eligible to participate, please contact me via phone (619-889-9425) or 
email (mm4051@tc.columbia.edu) to schedule an interview. Thank you for your consideration! 
Also, if you could forward this message to colleagues who might be interested in participating, I 
would greatly appreciate it! 
Eligibility Criteria:  *Must be a licensed psychologist, psychiatrist, social worker, or masters-
level mental health counselor* Must have provided individual or group psychotherapy to 
undocumented immigrants from Latin America in the state of California for at least two years.   
This study has been approved by the Teachers College, Columbia University Institutional 
Review Board, protocol 18-029. If you have any questions, concerns, or would like to know the 










APPENDIX D - Description of Research/Participants’ Rights 
PARTICIPANT’S RIGHTS 
 
● I have read and discussed the informed consent with the researcher. I have had ample 
opportunity to ask questions about the purposes, procedures, risks and benefits regarding this 
research study.  
● I understand that my participation is voluntary. I may refuse to participate or withdraw 
participation at any time without penalty.  
● The researcher may withdraw me from the research at his or her professional discretion.  
● If, during the course of the study, significant new information that has been developed 
becomes available which may relate to my willingness to continue my participation, the 
investigator will provide this information to me.  
● Any information derived from the research study that personally identifies me will not be 
voluntarily released or disclosed without my separate consent, except as specifically required 
by law.  
● I should receive a copy of the Informed Consent document.  
 
My signature indicated that I agree to participate in this study.  
Print Name: ________________________________     Date: __  /__  /__  













APPENDIX E – Informed Consent 
Teachers College, Columbia University 
525 West 120th Street 
New York NY 10027 
212 678 3000 
www.tc.edu 
 
RESEARCH TITLE: The Experience of Mental Health Clinicians Working with 
Undocumented Immigrants from Latin America in California: Post 2016 Election Landscape 
 
PRINCIPAL INVESTIGATOR: Marina Marcus, MS MPH, Teachers College 
             (619) 889-9425, mm4051@tc.columbia.edu 
INTRODUCTION 
You are being invited to participate in this research study called “The Experience of Mental 
Health Clinicians Working with Undocumented Immigrants from Latin America in California: 
Post 2016 Election Landscape.” You may quality to take part in this research study because you 
are a licensed mental health clinician who currently provides psychotherapy services to 
undocumented immigrants from Latin America in California. Approximately 15 people will 
participate in this study and it will take no more than 1.5 hours of your time to complete. 
 
WHY IS THIS STUDY BEING DONE? 
This study is being done to determine the impact the current administration is having on the 
provision of effective psychotherapy with undocumented immigrant clients from Latin America. 
The findings from this study will be used to provide recommendations for best practices for 
serving this population and recommendations for training mental health professionals who work 
with undocumented immigrants from Latin America. 
 
WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS STUDY? 
If you decide to participate, you will be interviewed by the principal investigator. . During the 
interview you will be asked to discuss your experiences providing psychotherapy services to 
undocumented immigrants from Latin America following the 2016 presidential election. This 
interview will be audio-recorded and transcribed so that it can later be analyzed to find themes. 
The themes will be used to describe the responses across the entire group of participants in this 
study. After the audio-recording is written down (transcribed) the audio-recording will be 
immediately deleted. If you do not wish to be audio-recorded, you will not be able to participate.  
 
The interview will take approximately forty-five to sixty minutes. You will be given a de-
identified code in order to keep your identity confidential. You will then be asked to fill out a 
brief online questionnaire using your code. This will take about five minutes. The phone 
interview will be scheduled for a date and time that is convenient for you. If you would prefer to 
conduct the interview in person, this can also be arranged.  
 
WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING PART 
IN THIS STUDY?  
There are risks associated with participation in any research. For this study, the risks are similar 
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to those involved in a classroom or workshop discussion of social issues and topics related to 
mental health service provision. You have the right to decline to answer any question posed to 
you during the interview. You also have the right to withdraw your consent and stop 
participation at any point during the interview. If you withdraw consent at any point during the 
interview, the interviewer will immediately stop the audio recording and  notify you that she has 
done so. She will then delete the audio file and any other information she has gathered from you. 
If any questions or concerns arise for you at any point during your participation in this study or 
afterwards, you are invited to contact the principal investigator (mm4051@tc.columbia.edu). 
WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS 
STUDY?  
There are no direct benefits to participation in this study, but your contribution may provide 
needed insight into issues associated with service provision to undocumented immigrants from 
Latin America during a time in which this population is being targeted by public policy. By 
sharing your own experiences, you may contribute to the development of guidelines that best 
prepares other clinicians and students for work with this population.  
WILL I BE PAID FOR BEING IN THIS STUDY?  
You will be paid $50 in the form of a Visa gift card upon completion of the interview and online 
demographic questionnaire. This Visa gift card will be mailed to you at the address that you 
designate.  
WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?  
The study is over when you have completed the interview and filled out the online questionnaire. 
However, you can leave the study at any time even if you haven’t finished. If you leave the study 
before completing the interview and online questionnaire, you will forfeit the $50 Visa gift card.   
 
PROTECTION OF YOUR CONFIDENTIALITY 
This study has multiple levels of privacy and confidentiality measures to ensure that participant 
data remains secure and confidential. Your name will not be used anywhere in the online survey 
or on the audio recording or the corresponding transcript. A participant number will be used to 
identify you throughout the process of data collection and analysis. The only document linking 
your participant number with your identity will be encrypted and password-protected and saved 
on a computer accessed only by the principal investigator of the study, and this computer itself is 
password-protected. This document will be destroyed as soon as the data analysis portion of the 
project has been completed. The audio files will be encrypted and saved on a password-protected 
drive and will only be accessed by the principal investigator. The audio files will be destroyed 
immediately after the audio recording has been transcribed, which will be approximately one 
week after your interview. The de-identified transcript files will also be saved on encrypted and 
password-protected drives accessible only to members of the research team. These de-identified 
transcript files will be destroyed once the study period has ended. Any hard copies of study 
materials (e.g., consent forms) will be kept in locked files at all times. All consent forms  will be 
destroyed three years after the study has ended.  
 
At no point will you be asked to provide identifying information about any of your clients. The 
name of your practice or the organization you work for will also not be shared with anyone 




HOW RESULTS WILL BE USED? 
The results of this study will be used for research and educational purposes only. The findings of 
the research study may be presented at conferences or meetings, published in journals or articles, 
or used for other educational purposes. Such publications may be created and shared with the 
intent of contributing to the field of psychology knowledge about the experiences of mental 
health clinicians who work with undocumented immigrants from Latin America. Your name or 
any other identifying information will not be used at any time when sharing results of this study. 
If you have questions or concerns about your rights as a research subject, you should contact the 
Institutional Review Board (IRB) (the human research ethics committee) at 212-678-4105 or 
email IRB@tc.edu. Or you can write to the IRB at Teachers College, Columbia University, 525 
W. 120th Street, New York, NY 1002.  The IRB is the committee that oversees human research 
protection for Teachers College, Columbia University. 
CONSENT FOR AUDIO RECORDING 
Audio recording is part of this research study. You can choose whether to give permission to be 
recorded. If you decide that you don’t wish to be recorded, you will not be able to participate in 
this research study.  
 
______I give my consent to be recorded                                                                              .  
       Signature 
 
______I do not consent to be recorded                                                                                . 
       Signature 
WHO MAY VIEW MY PARTICIPATION IN THIS STUDY 
 
___I consent to allow written, video and/or audio taped materials viewed at an educational 
setting or at a conference outside of Teachers College __________________ 
          Signature  
 
___I do not consent to allow written, video and/or audio taped materials viewed outside of 
Teachers College Columbia University _____________________________________ 
 Signature  
 
WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY? 
If you have any questions about taking part in this research study, you should contact the 
principal investigator, Marina Marcus, at 619-889-9425 or at mm4051@tc.columbia.edu If you 
have questions or concerns about your rights as a research subject, you should contact the 
Institutional Review Board (IRB) (the human research ethics committee) at 212-678-4105 or 
email IRB@tc.edu. Or you can write to the IRB at Teachers College, Columbia University, 525 
W. 120th Street, New York, NY 1002.  The IRB is the committee that oversees human research 
protection for Teachers College, Columbia University.  
 
 
 
